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BEFORE THE INSURANCE COMMISSIONER
OF THE
COMMONWEALTH OF PENNSYLVANIA

ORDER

AND NOW, this _ 31st__ day of March__, 2022, in accordance with
Section 905(c) of the Pennsylvania Insurance Department Act, Act of May 17, 1921,
P.L. 789, as amended, P.S. § 323.5, I hereby designate David J. Buono, Jr., Deputy
Insurance Commissioner, to consider and review all documents relating to the market
conduct examination of any company and person who is the subject of a market conduct
examination and to have all powers set forth in said statute including the power to enter
an Order based on the review of said documents. This designation of authority shall

continue in effect until otherwise terminated by a later Order of the Insurance

Commissioner.

ey

Michael Hu
Acting Insurance Commissioner




BEFORE THE INSURANCE COMMISSIONER
OF THE
COMMONWEALTH OF PENNSYLVANIA

IN RE: . VIOLATIONS:
Geisinger Health Plan : 40 P.S. §§ 310.3(a); 310.41(a); 310.41a;
: 310.71(a), (¢), (f); 310.71a(a); 323.3(a); 323.4(b);
Geisinger Quality Options . 477a; 753(B)(8); 761; 764g(c)(1); 764h(a), (e)(1);
: 908-1 et. seq.; 908-11 et seq.; 991.2116;
100 N. Academy Avenue : 991.2141(b)(5), 991.2166(a), (b); 1171.5(a)(1)(1);
Danville, PA 17822 : 1171.5(a)(7)(i); 1171.5(a)(10)(1), (ii), (iv), (vi),

(xiv); 3042

31 Pa. Code §§ 146.3; 146.4(a), (b); 146.7(a)(1);
154.18(a), (¢)

42 U.S.C. §§ 300gg-6(b); 300gg-19(a)(1)(c);
300gg-26; 18022

45 C.F.R. §§ 146.136(c)(2)(i); 146.136(c)(4)(1);
147.130; 147.136 incorporating 29 C.F.R. §
2560.503-1; 156.122; 156.130

Respondent . Docket No. MC22-11-018

CONSENT ORDER

And now, this 7th day of December, 2022, this Order is hereby issued by the Insurance
Department of the Commonwealth of Pennsylvania pursuant to the statutes cited above and in

disposition of the matter captioned above.

1. Respondent hereby admits and acknowledges that it has received proper notice of
rights to a formal administrative hearing pursuant to the Administrative Agency Law, 2 Pa.

C.S. §§ 101 et seq., or other applicable law.



2. Respondent hereby waives all rights to a formal administrative hearing in this
matter and agrees that this Consent Order shall have the full force and effect of an order duly
entered in accordance with the adjudicatory procedures set forth in the Administrative

Agency Law, supra, or other applicable law.

FINDINGS OF FACT

3. The Insurance Department finds true and correct each of the following Findings

of Fact:

(a) Respondents are Geisinger Insurance Group subsidiaries: Geisinger Health Plan
and Geisinger Quality Options, hereafter collectively referred to as “Respondent”.
Respondent maintains its address at 100 North Academy Avenue, Danville, PA

17822.

(b) A market conduct examination of Respondent was conducted by the Insurance
Department covering the periods from January 1, 2015 through March 31, 2016,

and January 1, 2017 through March 31, 2018.

(c¢) On November 10, 2022, the Insurance Department issued a Market Conduct

Examination Report to Respondent (“Examination Report™).

(d) Respondent provided to the Insurance Department a response to the Examination

Report on December 1, 2022.

(e) All findings and conclusions in the Examination Report, which is attached hereto,

are hereby incorporated into this Consent Order.



CONCLUSIONS OF LAW

4. In accord with the above Findings of Fact and applicable provisions of law, the

Insurance Department makes the following Conclusions of Law:

(a) Respondent is subject to the jurisdiction of the Pennsylvania Insurance

Department.

(b) Violations of 40 P.S. §§ 310.3(a); 310.41(a); 310.41a; 310.71(a); 310.71(c);
310.71(f); and 310.71a(a), as contained in the Examination Report, are punishable
by the following under 40 P.S. §§ 310.91:
(1) License revocation.
(2) Imposition of a penalty of not more than five thousand dollars ($5,000.00)
for each violation.
(3) An order to cease and desist.

(4) Any other conditions as the commissioner deems appropriate.

(c) Violations of 40 P.S. § 477a, as contained in the Examination Report, are
punishable by the following under 40 P.S. § 477a:
(1) License suspension, refusal to renew, or revocation.
(2) Imposition of a penalty of not more than five hundred dollars ($500.00)

for each violation.

(d) Violations of 40 P.S. § 753(B)(8), as contained in the Examination Report, are

punishable by the following under 40 P.S. § 763:

(1) License revocation.



(2) Imposition of a penalty of not more than one thousand dollars

($1,000.00) for each violation.

(e) Violations of 40 P.S. § 761, as contained in the Examination Report, are
punishable by the following under 40 P.S. § 763:
(1) License revocation.
(2) Imposition of a penalty of not more than one thousand dollars

($1,000.00) for each violation.

(f) Violations of 40 P.S. §§ 764g(c)(1), 764h(a), and 764h(e)(1), as contained in the
Examination Report, are punishable by the following under 40 P.S. § 763:
(1) License revocation.
(2) Imposition of a penalty of not more than one thousand dollars ($1,000.00)

for each violation.

(g) Violations of 40 P.S. §§ 908-1 et seq. and 908-11 et. seq., as contained in the
Examination Report, are punishable by the following under 40 P.S. § 908-15:
(1) License suspension, refusal to renew, or revocation.
(2) An order to cease and desist.
(3) Imposition of a penalty of not more than five thousand dollars ($5,000.00)
for each violation.
(4) Imposition of a penalty of not more than ten thousand dollars ($10,000.00)
for each willful violation.
(5) Provided that the total penalty imposed thereunder shall not exceed

$500,000 in the aggregate during a single calendar year.



(h) Violations of 40 P.S. §§ 991.2116, 991.2141(b)(5), 991.2166(a) and 991.2166(b),

as contained in the Examination Report, are punishable by the following under 40
P.S. §991.2182:
(1) Imposition of a penalty of not more than five thousand dollars ($5,000.00)
for each violation.
(2) An action for an injunction to prohibit any activity that violates the act.
(3) An order temporarily prohibiting respondent from enrolling new members.

(4) A requirement to develop and adhere to a plan of correction.

(i) Violations of 40 P.S. §§ 1171.5()(1)(i), 1171.5(a)(7)(i), 1171.5(a)(10)(i),

W)

1171.5(a)(10)(i1), 1171.5(a)(10)(iv), 1171.5(a)(10)(vi), and 1171.5(a)(10)(xiv), as
contained in the Examination Report, are punishable by the following under 40
P.S.§ 1171.9:

(1) An order to cease and desist.

(2) License suspension or revocation.

In addition to any penalties imposed by the Commissioner for violations of 40
P.S. §§ 1171.5(a)(1)(1), 1171.5(a)(7)(ii), 1171.5(a)(10)(1), 1171.5(a)(10)(ii),
1171.5(a)(10)(iv), 1171.5(a)(10)(vi), and 1171.5(a)(10)(xiv), as contained in the
Examination Report, the Commissioner may, under 40 P.S. §§ 1171.10, 1171.11,
file an action in which the Commonwealth Court may impose the following civil
penalties:

(1) An injunction.

(2) For each method of competition, act or practice which the company knew

or should have known was in violation of the law, a penalty of not more

5



than five thousand dollars ($5,000.00) for each violation but not to exceed
an aggregate penalty of fifty thousand dollars ($50,000) in any six-month
period.

(3) For each method of competition, act or practice which the company did
not know nor reasonably should have known was in violation of the law, a
penalty of not more than one thousand dollars ($1,000.00) for each
violation but not to exceed an aggregate penalty of ten thousand dollars

($10,000) in any six-month period.

(k) Violations of 31 Pa. Code §§ 146.3, 146.4(a), 146.4(b), and 146.7(a)(1), as
contained in the Examination Report, are punishable by the following under 40
P.S.§ 1171.9:

(1) An order to cease and desist.

(2) License suspension or revocation.

(1) In addition to any penalties imposed by the Commissioner for violations of 31 Pa.
Code §§ 146.3, 146.4(a), 146.4(b), and 146.7(a)(1), as contained in the
Examination Report, the Commissioner may, under 40 P.S. §§ 1171.10, 1171.11,
file an action in which the Commonwealth Court may impose the following civil
penalties:

(1) An injunction.
(2) For each method of competition, act or practice which the company knew
or should have known was in violation of the law, a penalty of not more

than five thousand dollars ($5,000.00) for each violation but not to exceed



an aggregate penalty of fifty thousand dollars ($50,000) in any six-month
period.

(3) For each method of competition, act or practice which the company did
not know nor reasonably should have known was in violation of the law, a
penalty of not more than one thousand dollars ($1,000.00) for each
violation but not to exceed an aggregate penalty of ten thousand dollars

($10,000) in any six-month period.

(m)Violations of 31 Pa. Code §§ 154.18(a) and 154.18(c), as contained in the
Examination Report, are punishable by the following under 40 P.S. § 991.2182:
(1) Imposition of a penalty of not more than five thousand dollars ($5,000.00)
for each violation.
(2) An action for an injunction to prohibit any activity that violates the act.
(3) An order temporarily prohibiting respondent from enrolling new members.

(4) A requirement to develop and adhere to a plan of correction.

ORDER
5. In accord with the above Findings of Fact and Conclusions of Law, the Insurance

Department orders and Respondent consents to the following:

(a) Respondent shall cease and desist from engaging in the activities described herein
in the Findings of Fact, which incorporate the findings and conclusions contained
in the Examination Report, and Conclusions of Law, insofar as the activities

violate the laws of the Commonwealth of Pennsylvania.



(b) Respondent shall share the Examination Report and this Order with each of its
directors and submit affidavits executed by each of its directors, stating under
oath that they have received a copy of the Examination Report and this Order.

Such affidavits shall be submitted within 30 days of the date of this Order.

(c) Respondent shall comply with all recommendations contained in the Examination
Report. This shall include adoption and implementation of standards and
processes sufficient to perform the comparative analyses necessary to determine if
a covered plan or issuer is in compliance with the financial, quantitative treatment
limitation and non-quantitative treatment limitation requirements specified in the
final regulations of the Mental Health Parity and Addiction Equity Act.
Respondent shall provide to the Department documentation sufficient to

demonstrate a good faith effort to comply with those regulatory requirements.

(d) Respondent shall report on a quarterly basis, beginning ninety (90) days after the
date of this Order, all restitution paid as a result of the reprocessing of those
claims as identified in the Examination Report. All reporting shall be completed

within 24 months from the date of this Order.

(e) Respondent shall pay one hundred twenty-five thousand dollars ($125,000) to the
Commonwealth of Pennsylvania in settlement of the violations contained in the

Examination Report.

(f) Payment of this matter shall be made by check payable to the Commonwealth of

Pennsylvania. Payment should be directed to Hem Mahat, Pennsylvania









BY: Geisinger Quality Options, Respondent

President/Vice President

Secfetafy/ Treasurer

Loif {buon/

COMMONWEALTH OF
PENNSYLVANIA

David J. Buono Jr.

Deputy Insurance Commissioner
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1. INTRODUCTION

The Market Conduct Examination (Examination) was conducted on Geisinger Health Plan and
Geisinger Quality Options, hereafter collectively referred to as “Company,” initially at the
Company’s offices located in Danville, Pennsylvania, in March 2019. Subsequent and follow-up
reviews were conducted in the offices of the Pennsylvania Insurance Department (the Department)

and off-site locations.

Pennsylvania Market Conduct Examination Reports generally note the items that have been
reviewed and whether or not there is a violation of law or regulation. A violation is any instance of
Company activity that does not comply with an insurance statute or regulation. Violations contained
in an Examination Report may result in imposition of penalties. An Examination Report also
includes management recommendations addressing areas of concern noted by the Department, but
for which no statutory violation was identified. This enables Company management to review these
areas of concern in order to determine the potential impact upon Company operations for future
compliance. Findings identified in all summaries issued to the Company throughout the
examination process are included in this Examination Report; however, in some instances, the
content of multiple summaries may be combined into a single report section. This only applies to

sections in which no violations were found.

It is also noted that certain areas subject to examination are and will continue to be the focus of
ongoing compliance emphasis by the Department. These areas reflect developments in complex
areas of health insurance regulation at both the national and state levels, such as discrimination in
formulary design and parity for treatment limitations in mental health and substance use disorder
coverage. The Department anticipates providing more specific guidance to the industry with respect
to those areas, and also appreciates and anticipates the continued cooperation of the Company in

providing coverage consistent with the laws and regulations governing these complex areas.

Throughout the course of the Examination, Company officials were provided status memoranda or
summaries, which reference specific policy numbers with citations to each section of law violated.
Additional information was requested to clarify apparent violations. Multiple conference calls,

status meetings, and an exit conference were conducted with Company officials to discuss the



various types of violations identified during the Examination and to review written summaries

provided on the violations found.

The courtesy and cooperation extended by the officers and employees of the Company during the

course of the Examination is acknowledged.



The following examiners participated in the Examination and in the preparation of this Examination

Report.

Katie Dzurec, JD, MPA, MCM
Acting Director, Bureau of Health Market Actions
Pennsylvania Insurance Department

Penny Callihan, MCM
Chief, Health Market Conduct Division
Pennsylvania Insurance Department

Parker Stevens, FLMI, AIRC, CCP, CIE, FAAPM, MPM, AMCM
Contract Co-Examiner-in-Charge

Sam Binnun, LUTCF, MCM
Contract Co-Examiner-in-Charge

Ryan Sellers, MCM, APIR
Market Conduct Examiner 2
Pennsylvania Insurance Department

Nicole McClain, MCM
Market Conduct Examiner 2
Pennsylvania Insurance Department

Frank Callihan, MPA, MCM
Market Conduct Examiner 2
Pennsylvania Insurance Department

Joseph Barrett, MCM, APIR
Market Conduct Examiner 2
PA Insurance Department

Holly Lehman, MCM
Market Conduct Examiner 1
Pennsylvania Insurance Department

Joseph Handline, MCM
Market Conduct Examiner 1
Pennsylvania Insurance Department

Jo-Anne G. Arrowood, AMCM, CIE, FLMI, AIRC, ACS
Contract Examiner

Ernest Nickerson, FLMI, ACS, AIRC, ARM, RHU, AIE, AMCM
Contract Examiner



Stephanie Brown, CIE, MCM, FLMI, MBA
Contract Examiner

Pat Lee, MCM, AIE, FLHC, AIRC, ACS, ALMI
Contract Examiner

Shirisha Moola Akurati, R. Ph, MS, MCM
Contract Pharmacist

Mike Descy, CIA, CISA, MCM, MBA
Audit Data Analytics Manager



II. SCOPE OF EXAMINATION

The Examination was conducted pursuant to the authority granted by Sections 903 and 904 (40 P.S.
§§ 323.3 and 323.4) of the Insurance Department Act and covered an original experience period of
January 1, 2015 through March 31, 2016, and a secondary experience period of January 1, 2017
through March 31, 2018, for medical claims only. The secondary claims experience period was
added because the Company indicated that it made several systems changes from 2016 to 2018,
including the implementation of a new medical claims processing system, in order to improve
processes. The purpose of the Examination was to ensure compliance with Pennsylvania insurance

laws and regulations, as well as applicable federal laws and regulations not superseded by state law.

The Examination focused on the Company’s policies, procedures, and processes in the following
areas: Operations and Management, Complaints, Producer Licensing, Policyholder Services,
Underwriting and Rating, Claims, Grievances, Network Adequacy, Provider Credentialing, Quality

Assessment and Improvement, and Utilization Review.

Examiners requested that the Company identify the universe of files for each segment of the review.
Based on the universe sizes identified, random sampling was utilized to select the files reviewed

for examination.

For control purposes, some of the review segments identified in this Examination Report may be
broken down into various sub-categories by line of insurance or Company administration. These
specific sub-categories, if not reflected individually in the Examination Report, are included and
grouped within the respective categories of the Examination Report. All reviews conducted
throughout the Examination included consideration of Company responses to examiner requests
pursuant to 40 P.S. §§ 323.3 and 323.4, as well as 31 Pa. Code §§ 152.20 and 301.82. While these
statutory and regulatory sections are included in all reviews completed during the Examination, the
Examination Report only notes when examiners found a violation of these sections in a particular

sub-category.



I1I. COMPANY HISTORY

Overview

Geisinger Health (“Geisinger”) is a nationally known integrated health system that began with the
founding of Geisinger Memorial Hospital by Abigail Geisinger in 1915 in Danville, Pennsylvania.
During the 100 years since this beginning as a single hospital and physician group modeled after
the Mayo Clinic, Geisinger has grown into a fully integrated health system. Today, Geisinger
consists of multiple acute care hospitals, skilled nursing facilities, ancillary providers, a large
physician group, a medical school and insurance operations that provide health care financing,

management, and administrative services.

The insurance operations of Geisinger, which is an essential element of Geisinger’s integrated
health care strategy, is comprised of: Geisinger Health Plan (“GHP”), a 501(c)(4) nonprofit health
maintenance organization (HMO); Geisinger Indemnity Insurance Company (“GIIC”), a for-profit
corporation providing indemnity health insurance; and Geisinger Quality Options, Inc. (“GQO), a
non-licensed risk assuming Preferred Provider Organization (PPO) providing indemnity health
insurance. Across their collective service areas, GHP, GIIC and GQO serve over 560,000 members,
including 90,000 Medicare Advantage and nearly 200,000 Medicaid and CHIP beneficiaries
through a network of 68,000 contracted providers and facilities. The remainder of the collective
membership sits within fully-insured commercial HMO and PPO products and self-funded
employer group plans administered by GIIC.

Corporate History

From June of 1972 until 1984, “Geisinger Health Plan” was the name used to refer to a pilot, rural,
prepaid health plan offered to Geisinger Medical Center (GMC) employees and residents in a five-
county area surrounding GMC. The five counties were Montour, Columbia, Northumberland,
Snyder, and Union. The success of this pilot plan led to the decision to offer prepaid health care
coverage throughout more of the system’s service area in northeastern and central Pennsylvania.
Consequently, a not-for-profit corporation was formed under the laws of the Commonwealth of
Pennsylvania on August 20, 1984. In January 1985, GHP received a Certificate of Authority to
operate an HMO under the authority of the Pennsylvania Health Maintenance Organization Act of

1973. In March 1985, GHP began operation in a 15-county area surrounding GMC. GHP was



federally qualified in February 1987 for a 17-county service area in central and northeastern

Pennsylvania.

GHP’s membership grew rapidly, reaching the 100,000-member milestone in 1991. The popularity
of managed care grew steadily, and new products were introduced to the marketplace. In 1994,
GHP introduced its Medicare risk product, Geisinger Gold. In 1996, GHP introduced a fully insured
point-of-service (POS) product. In addition to the traditional HMO coverage for fully-insured
employer groups and individuals from GHP, GIIC began offering third-party administrator (TPA)
services after its formation in 1995. GIIC also offered PPO products in the fully insured market.
In February 2006, GQO was approved by the Pennsylvania Insurance Department as a risk
assuming non-licensed preferred provider organization, and subsequently accepted the transfer of
all of GIIC’s fully-insured commercial PPO business. In October 2009, GHP began offering the
Children's Health Insurance Program (CHIP). More recently, GHP entered Pennsylvania’s
Medicaid managed care program, HealthChoices, in 2013; and in 2014 GHP and GQO began to
offer products on the Federally Facilitated Marketplace under the Affordable Care Act.



1v. COMPANY OPERATIONS AND MANAGEMENT

Examiners requested documentation relating to internal audit and compliance procedures. The
audits and procedures were reviewed to assure best practices and compliance with applicable laws
and regulations. Documents requested dealt with information technology protection, anti-fraud
policies and procedures, disaster recovery plans, monitoring business functions, record retention
policies and procedures, company management and governance, privacy protections and notices,
and standards for handling non-public personal information. Unless noted, all documents identified
in each universe by the Company were requested, received, and reviewed by the examiners. When
the initial documents provided by the Company did not provide enough information, examiners
issued information requests, which resulted in additional documents that were included in the
review. Documents provided pursuant to examiner requests under this section were reviewed to
ensure compliance with applicable standards found in 40 P.S. §§ 764a and 1551 et seq., and 31 Pa.
Code Ch. 152 and 301.

A. Audits Conducted

Examiners requested a list of all audits conducted from 2013 through 2015. The examiners
reviewed the audits to ensure they included those completed by an internal audit function within
the Company or that they were conducted via a contracted vendor on behalf of the Company. The
examiners reviewed documentation ensuring that all internal or external audits were current. The
Company identified a universe of 196 documents. In accordance with the requirements of the
Examination, the documents were reviewed to ensure compliance with applicable state and federal

laws. No violations were noted.

B. Information Technology Protection

Examiners requested documentation demonstrating that the Company had controls, safeguards, and
procedures in place during the experience period for protecting the integrity of computer
information. The Company identified a universe of 11 documents. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with
applicable state laws and regulations noted above, as well as 31 Pa. Code Ch. 146a, 146b, and 146¢.

No violations were noted.



C. Anti-Fraud Procedures

Examiners requested anti-fraud procedures and annual reports demonstrating that the Company had
anti-fraud initiatives in place that were reasonably calculated to detect, prosecute, and prevent
fraudulent insurance acts for the experience period. The Company identified a universe of five
documents. In accordance with the requirements of the Examination, the documents were reviewed

to ensure compliance with applicable state laws and regulations. No violations were noted.

D. Disaster Recovery Plan

Examiners requested documentation demonstrating that the Company had a valid disaster recovery
plan in place during the experience period. The Company identified a universe of two documents.
In accordance with the requirements of the Examination, the documents were reviewed to ensure

compliance with applicable state laws and regulations. No violations were noted.

E. Third-Party Agreements

Examiners requested copies of contracts that were in effect during the experience period with any
third-party entity, including managing general agents, general agents, third-party administrators,
and vendors conducting activities on behalf of the Company. In addition, examiners requested a
list of all entities that were involved in the sale or servicing of major medical health products subject
to requirements of the Affordable Care Act (ACA) during the experience period, including
pharmacy benefit managers, specialty drug vendors, behavioral health vendors, mental health
and/or substance use disorder/chemical recovery case management and/or utilization management
vendors for the experience period. The Company identified a universe of 62 documents. In
accordance with the requirements of the Examination, the documents were reviewed to ensure
compliance with applicable state and federal laws and regulations, including 45 C.F.R. § 156.340.

No violations were noted.

F. Contracted-Entity Activity Monitoring

Examiners requested documentation demonstrating that the Company adequately monitored the
activities of entities that contractually assumed a business function or acted on behalf of the
Company during the experience period. The Company identified a universe of six documents. In

addition, vendor activity relating to claims processing and adjudication, policyholder services, etc.,



was reviewed to ensure Company response to issues was adequate and timely. In accordance with
the requirements of the Examination, the documents were reviewed to ensure compliance with
applicable state and federal laws and regulations, including 40 P.S. §§ 764a and 1551 et seq., 31
Pa. Code §§ 152 and 301, and 45 C.F.R. § 156.340. The Department noted the following concern:

Concern: Examiners noted lack of adequate monitoring by the Company of its behavioral health
vendor, Optum, regarding claims processing. Specifically, when providers incorrectly submitted
claims to Optum that should have been submitted to the Company, only some of the claims were
forwarded by Optum to the Company. The claims incorrectly submitted to Optum that were not
forwarded to the Company were denied by Optum without clear indication that the claims must be
resubmitted to the Company. Some claims were never resubmitted to the Company, and as a result,
consumers were denied services that were available to them under their coverage. Notably, the
Company no longer utilizes a behavioral health vendor for behavioral health claims processing and

now processes all claims itself, resulting in remediation of this issue.

G. Record Retention

Examiners requested the Company’s record retention policies and procedures to ensure records
were adequate, accessible, consistent, and orderly, and complied with state retention requirements
for the experience period. The Company identified a universe of seven documents and supplied
one additional document in response to an examiner-issued information request. In accordance
with the requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state laws and regulations. No violations were noted.

H. Written Overview of Operations

Examiners requested a written overview of the Company’s operations including management
structure, type of carrier, states where the Company is licensed, and the major lines of business the
Company had written for the experience period, including information if a regional office handled
any portion of the Pennsylvania business. The request included current organizational charts
outlining the structure of Pennsylvania operations with respect to management, marketing,
customer service, complaints, underwriting, and claims. The request also included any specialty
operations conducted separately. The Company identified a universe of two documents. In

accordance with the requirements of the Examination, the documents were reviewed to ensure

10



compliance with applicable state and federal laws and regulations, including 40 P.S. §§ 764a and
1551 et seq., as well as 31 Pa. Code §§ 152.3 and 301.42. No violations were noted in the policy
and procedure documents regarding operations and management; however, the following violations
and concerns were noted with respect to Company operations and management based on responses

and actions taken during the course of the Examination:

1 General Violation - 40 P.S. § 1171.5(a)(1)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND
40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices:

Misrepresenting pertinent facts or policy or contract provisions.
AND

42 U.S.C. §§ 300gg-6(b) & 18022(c)(1), and 45 C.F.R. § 156.130

The annual limitation on cost sharing shall not exceed the dollar amounts as defined in federal law
and regulation for self-only and family coverage. The Department was unable to determine if the
Company accurately accumulated out-of-pocket costs toward deductible and maximum-out-of-
pocket limits (MOOP) for members with behavioral health claims processed by Optum, and in
some cases, it was noted that members’ out-of-pocket payments exceeded their deductible or
MOOQP limits. The Department notes that the Company put in place a process to find and correct
deductible and MOOP overages. This violation applies to the entire universe of claim samples
processed by Optum, which is why it is noted as a general violation in the Company Operations
section. The Department also notes that the Company no longer contracts with a third-party entity
for behavioral health claims processing, which is expected to alleviate this issue; however, accurate

MOOP tracking is subject to continued monitoring.
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1 General Violation - 31 Pa. Code § 146.4(a)

An insurer or agent may not fail to fully disclose to first-party claimants pertinent benefits,
coverages or other provisions of an insurance policy or insurance contract under which a claim is

presented.
AND
31 Pa. Code § 146.4(b)

An insurer or agent may not fail to fully disclose to first-party claimants benefits, coverages or
other provisions of an insurance policy or insurance contract when the benefits, coverages or other
provisions are pertinent to a claim. The Company failed to fully disclose coverage provisions for
autism services in plan Schedules of Benefits (SOBs). The Company indicated that Applied
Behavioral Analysis (ABA) services normally fall under a specialist office visit within the Mental
Health/Physician Office Services section of the SOB. However, members would have no way of
knowing that ABA services normally fall under a specialist office visit within the Mental Health
or Physician Office Services sections since most of the SOBs did not refer members to these SOB
sections for Autism services or specifically identify ABA services. Further, even if the SOBs
mentioned Autism services and referred them to the Mental Health or Physician Office Services
sections, those sections were listed separately, so members would not be able to easily identify
which of the two sections was applicable, and the copay amounts listed in the two sections were
often different. This violation applies to the entire universe of SOBs, which is why it is noted as

a general violation in the Company Operation section.

Concern: The Department noted across numerous claims sections that the Company failed to
provide Explanations of Benefits (EOBs) with the claim samples. The Department is concerned
for members who have opted to stay with paper EOBs because EOBs are not being mailed to these
members when they have a copay or when claims are denied with no member liability. Further, if
these members request claim history reports for more than five claim summaries, they are required
to complete a PHI request form in order to receive the claim history reports. The Department notes
that EOBs, or other communications, providing the required Chapter 146 notifications, are critical
consumer protection tools which allow consumers to plan for their health care needs and assist in
preventing fraud, waste, and abuse. The noted processes make it more difficult for members to be

apprised of their maximum-out-of-pocket (MOOP) amounts. The Department expects that when
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these members have out-of-pocket expenses, the Company has a mechanism in place to highlight
MOOQOP amounts for them more frequently. The Department appreciates that the Company is
currently working to convert the existing process requiring insureds to complete a PHI form for

requesting five or more EOBs into a more member-friendly process.

I. Response to Requests

Examiners requested documentation demonstrating that the Company understood that it was
required to respond to requests from examiners in a timely manner. The Company identified a
universe of five documents. In accordance with the requirements of the Examination, the document
was reviewed to ensure compliance with applicable state laws and regulations, including 31 Pa.
Code §§ 152.20 and 301.82. In addition to the review of policies and procedures, the Department
analyzed the Company’s timeliness of responses for items requested by the Department during the
market conduct examination. One general data integrity violation, described later in this
Examination Report, was noted for the Company’s general failure to provide timely access to all
information requested by the Department during the course of the Examination. No other violations

were noted.

J. Privacy Policies and Procedures

Examiners requested documentation demonstrating that the Company assured the collection, use,
and disclosure of information gathered in connection with insurance transactions during the
experience period was performed in a manner that minimized any improper intrusion into the
privacy of applicants and policyholders during the experience period. The Company identified a
universe of five documents. In accordance with the requirements of the Examination, the
documents were reviewed to ensure compliance with applicable state laws and regulations,

including 31 Pa. Code Ch. 146a, 146b, and 146¢. No violations were noted.

K. Insurance Information Security

Examiners requested documentation demonstrating that the Company developed and implemented
written policies, standards, and procedures for the management of insurance information during the
experience period. The Company identified a universe of one document. In accordance with the

requirements of the Examination, the document was reviewed to ensure compliance with applicable
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state and federal laws and regulations, including 31 Pa. Code Ch. 146a, 146b, and 146c¢; 42 U.S.C.
§ 1320d-6; and 45 C.F.R. Part 164. No violations were noted.

L. Security Protection of Non-Public Information

Examiners requested documentation indicating that the Company had policies and procedures in
place during the experience period to protect the privacy of non-public personal information relating
to its customers, former customers, and consumers that were not customers. The Company
identified a universe of four documents. In accordance with the requirements of the Examination,
the documents were reviewed to ensure compliance with applicable state laws and regulations noted

above, as well as 31 Pa. Code Ch. 146a, 146b, and 146¢. No violations were noted.

M. Privacy Notices

Examiners requested documentation demonstrating that the Company provided privacy notices to
its customers and, if applicable, to consumers who were not customers, regarding treatment of non-
public personal financial information. The Company identified a universe of four documents. In
accordance with the requirements of the Examination, the documents were reviewed to ensure
compliance with applicable state laws and regulations, including 31 Pa. Code Ch. 146a, 146b, and

146¢. No violations were noted.

N. Opt-Out Notices

Examiners requested documentation demonstrating that the Company disclosed information subject
to an opt-out right, that the Company had policies and procedures in place so that non-public
personal financial information would not be disclosed when a consumer who was not a customer
had opted out, and that the Company provided opt-out notices to its customers and other affected
consumers during the experience period. The Company identified a universe of one document. In
accordance with the requirements of the Examination, the document was reviewed to ensure
compliance with applicable state laws and regulations, including 31 Pa. Code Ch. 146a, using the
guidelines set forth in Chapters 16 and 20 of the NAIC Market Regulation Handbook. No violations

were noted.
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O. Non-Public Personal Financial Information

Examiners requested documentation demonstrating that the Company’s collection, use, and
disclosure of non-public personal financial information were in compliance with applicable state
laws and regulations during the experience period. The Company identified a universe of seven
documents. In accordance with the requirements of the Examination, the documents were reviewed
to ensure compliance with applicable state laws and regulations, including 31 Pa. Code Ch. 146a.

No violations were noted.

P. Non-Public Personal Health Information Disclosure

Examiners requested documentation demonstrating that the Company had policies and procedures
in place during the experience period so that non-public personal health information would not be
disclosed, except as permitted by law, unless a customer or a consumer who is not a customer had
authorized the disclosure. The Company identified a universe of nine documents. In accordance
with the requirements of the Examination, the documents were reviewed to ensure compliance with
applicable state and federal laws and regulations, including 31 Pa. Code Ch. 146a and 146b, 42
U.S.C. § 1320d-6, and 45 C.F.R. Part 164. No violations were noted.

Q. Written Information Security Program

Examiners requested documentation demonstrating that the Company implemented a
comprehensive written information security program for the protection of non-public customer
information for the experience period. The Company identified a universe of 40 documents. In
accordance with the requirements of the Examination, the documents were reviewed to ensure
compliance with applicable state laws and regulations, including 31 Pa. Code Ch. 146¢c. No

violations were noted.

R. Data Submission to Regulator

Examiners requested documentation demonstrating that the Company’s data that were required to
be reported to the Department were complete and accurate for the experience period. The Company
identified a universe of one document. In accordance with the requirements of the Examination,
the document was reviewed to ensure compliance with applicable state laws and regulations,

including 40 P.S. § 1171.5(a)(5) and 31 Pa. Code Ch. 146. No violations were noted.
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S. Management of Compliance Division

Examiners requested a description of the management structure of the Company as it relates to
major medical health insurance subject to the consumer protection provisions of the ACA, including
the management structure that handled compliance issues and mental health parity requirements,
during the experience period. The Company identified a universe of one document. In accordance
with the requirements of the Examination, the document was reviewed to ensure compliance with
applicable state laws and regulations, including 31 Pa. Code §§ 152.3 and 301.42. No violations

were noted.

T. External Audits and Examinations

Examiners requested a list from the Company of all examination fines, penalties, and
recommendations from any state for investigations or examinations conducted during the last five
years, and to provide copies of all Financial and Market Conduct Examination reports issued during
the last five years. The Company identified a universe of three documents. In accordance with the
requirements of the Examination, the documents were reviewed to determine if the Company had

corrected instances of non-compliance identified in the past. No violations were noted.

U. Annual Statements

Examiners requested copies of the annual statements for 2013 through 2015, as well as any Accident
and Health related schedules or statements for the experience period. The Company identified a
universe of six documents. In accordance with the requirements of the Examination, the documents
were reviewed to ensure compliance with applicable state laws and regulations. No violations were

noted.
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V. CONSUMER COMPLAINTS

Examiners requested documentation relating to consumer complaints, including policies and
procedures for complaint handling, record keeping, dispositions, and timelines. Unless noted, all
documents identified in the universe by the Company were requested, received, and reviewed by
the examiners. When the initial documents provided by the Company did not provide enough
information, examiners issued information requests, which resulted in additional documents that
were included in the review. Documents provided pursuant to examiner requests under this section
were reviewed to ensure compliance with applicable standards found in 40 P.S. §§ 991.2141

through 991.2143 and 1171.5, as well as 42 U.S.C. § 300gg-19 and 45 C.F.R. § 147.136.

A. Complaint Handling

Examiners requested documentation demonstrating that all complaints were recorded in the
required format on the Company’s complaint register for the experience period. The Company
identified a universe of 13 documents and supplied two additional documents in response to an
examiner-issued information request. In accordance with the requirements of the Examination, the
documents were reviewed to ensure compliance with applicable state and federal laws and

regulations. No violations were noted.

B. Complaint Handling Procedures

Examiners requested policies and procedures related to complaint handling and processes for
communicating such procedures to policyholders. The Company identified a universe of five
documents and supplied 53 additional documents in response to an examiner-issued information
request. In accordance with the requirements of the Examination, the documents were reviewed to
ensure compliance with applicable state and federal laws and regulations noted above, as well as

45 C.F.R. § 156.1010. No violations were noted.

C. Complaint Resolution

Examiners requested documentation demonstrating that the Company took adequate steps to
finalize and dispose of complaints in accordance with contract language, as well as state and federal
laws and regulations applicable during the experience period. The Company identified a universe

of 13 documents. In addition, complaint samples were reviewed to ensure Company policies and
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contract language were followed. In accordance with the requirements of the Examination, the
documents were reviewed to ensure compliance with applicable state and federal laws and

regulations. No violations were noted.

D. Complaint Response Time

Examiners requested documentation demonstrating that the timeframe within which the Company
responded to complaints, including social media complaints, received during the experience period
was in accordance with applicable state and federal laws and regulations. The Company identified
a universe of 13 documents. In accordance with the requirements of the Examination, the
documents were reviewed to ensure compliance with applicable state and federal laws and

regulation. No violations were noted.

E. List of Complaints

Examiners requested a list of all complaints filed with the Company during the experience period.
The list included complaints received from the Department, as well as complaints made directly to
the Company on behalf of Pennsylvania consumers. The Company identified a universe of one
document and 645 complaints. In accordance with the requirements of the Examination, the
documents and a random sample of 60 complaints were reviewed to ensure compliance with
applicable state and federal laws and regulations. The following violations and concerns were

noted:
1 Violation — 40 P.S. § 753(B)(8)

The insurer may cancel the policy at any time by written notice delivered to the insured, or mailed
to his last address as shown by the records of the insurer, stating when, not less than five days
thereafter such cancellation shall be effective; and after the policy has been continued beyond its
original term, the insured may cancel this policy at any time by written notice delivered or mailed
to the insurer, effective upon receipt or on such later date as may be specified in such notice. In the
event of cancellation, the insurer will return promptly the unearned portion of any premium paid.
If the insured cancels, the earned premium shall be computed by the use of the short-rate table last

filed with the state official having supervision of insurance in the state where the insured resided
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when the policy was issued. If the insurer cancels, the earned premium shall be computed pro-rata.

The Company failed to promptly process the policy cancellation for the noted sample.

1 Violation — 40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R. §
146.136(c)(4)(i)

Licensed insurers are required to provide MH/SUD benefits in parity with medical/surgical benefits.
For nonquantitative treatment limitations (NQTL), this means that a licensed insurer may not apply
any NQTL in any classification unless the processes, strategies, evidentiary standards or other
factors used in applying that limitation to MH/SUD benefits within that classification are
comparable to, and are applied no more stringently than, the processes, strategies, evidentiary
standards, or other factors used in applying the limitation to medical surgical benefits in the
classification. Plan policy information provided for the complaint sample reflects a precertification
requirement for mental health and substance abuse (inpatient and partial hospitalization) services
for which no comparative analysis was completed. The Company has not demonstrated, as written
and in operation, that the processes, strategies, evidentiary standards, or other factors used in
applying these requirements and criteria to the specified MH/SUD services, were applied
comparably and no more stringently than, the processes, strategies, evidentiary standards, or other
factors used in applying the limitations with respect to medical/surgical benefits in the

classification.

3 Violations — 40 P.S. § 991.2141(b)(5)

A managed care plan shall establish and maintain an internal complaint process with two levels of
review by which an enrollee shall be able to file a complaint regarding a participating health care
provider or the coverage, operations, or management policies of the managed care plan. The
complaint process shall consist of an initial review to include a written notification to the enrollee
regarding the decision of the initial review committee within five business days of the decision.
Notice shall include the basis for the decision and the procedure to file a request for a second level
review of the decision of the initial review committee. The Company failed to provide the basis for

the step one decision when responding to the complaints for the noted complaint samples.
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1 Violation — 40 P.S. § 1171.5(a)(1)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND

40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Misrepresenting
pertinent facts or policy or contract provisions relating to coverages at issue. The Company sent
the member information that misrepresented the benefits of the member’s policy in the noted
complaint sample; specifically, information provided to the member indicated three different policy

termination dates.

2 Violations — 40 P.S. § 1171.5(a)(7)(ii)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Unfairly
discriminating by means of making or permitting any unfair discrimination between individuals of
the same class and of essentially the same hazard in the amount of premium, policy, fees or rates
charged for any policy or contract of insurance or in the benefits payable thereunder, or in any of
the terms or conditions of such contract, or in any other manner whatever. The Company addressed
complaints filed by members for the noted complaint samples in a disparate manner compared to
other similar complaints; specifically, inconsistent decisions for granting requested policy

termination dates were noted.

1 Violation — 40 P.S. § 1171.5(a)(10)(ii)
“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of

insurance means the following act if committed or performed with such frequency as to indicate a
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business practice shall constitute unfair claim settlement or compromise practices: Failing to
acknowledge and act promptly upon written or oral communications with respect to claims arising
under insurance policies. In the noted complaint sample, the Company failed to act promptly upon

oral communication with the member with respect to his claim.

2 Violations — 40 P.S. § 1171.5(a)(10)(vi)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Not attempting
in good faith to effectuate prompt, fair and equitable settlements of claims in which the company’s
liability under the policy has become reasonably clear. In the noted complaint samples, the
Company cancelled policies and denied claims for payment when the policies should have been

considered valid.

1 Violation — 40 P.S. § 1171.5(a)(10)(xiv)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Failing to
promptly provide a reasonable explanation of the basis in the insurance policy in relation to the

facts or applicable law for denial of a claim or for the offer of a compromise settlement.
AND

31 Pa. Code § 146.7(a)(1)

Within 15 working days after receipt by the insurer of properly executed proofs of loss, the first-
party claimant shall be advised of the acceptance or denial of the claim by the insurer. An insurer
may not deny a claim on the grounds of a specific policy provision, condition, or exclusion unless
reference to the provision, condition, or exclusion is included in the denial. The Company failed to
provide a reasonable explanation for denying the claim that was the subject of the complaint,
including the grounds of the specific policy provision, condition, or exclusion that was the basis of

the denial.
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1 Violation — 45 C.F.R. § 147.136(b)(2)(ii)(E)(4), incorporating 29 C.F.R. § 2560.503-1(g) and
1)

The plan and issuer must provide a description of available internal appeals and external review
processes, including information regarding how to initiate an appeal. In the sample complaint, the
Company failed to provide the member with external review process rights when the first level
complaint review was denied because the services were considered experimental or investigational

treatments and therefore excluded from coverage.

Concern: 40 P.S. § 991.2111(1)

A managed care plan shall assure availability and accessibility of adequate health care providers in
a timely manner, which enables enrollees to have access to quality care and continuity of health
care services. Documentation for the noted complaint sample is indicative that the adolescent
member was unable to obtain substance use disorder services from a provider who participated in
the PPO’s Designated Behavioral Health Benefit Program, within a reasonable distance of his

home, resulting in him receiving treatment from a non-participating provider.

Concern: In the noted complaint sample, the member proactively requested an estimate for
expenses to be incurred for upcoming medical services. The actual expenses for which the member
was liable were about 240% (almost $500) higher than the high estimate amount provided to the
member prior to receiving the services. The member filed a complaint about the issue and the
resulting step one determination upheld the original decision to apply the charges as proper under
the provisions of the plan even though the Company was aware that the CPT cost estimator used to

create the estimated costs was in the process of being updated.

Concern: The member was simultaneously enrolled in two different plans and neither the
Company nor the member were aware of it until it was discovered during the handling of the noted
complaint sample. Internal Company correspondence suggested that the member could submit any
out-of-pocket expenses for reimbursement; however, that suggestion was not relayed to the member
within the documentation provided for the complaint sample. Notably, the Company has
implemented several changes in processes that allow it to better monitor dual enrollments in

Exchange plans.
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F. Definition of Complaint

Examiners requested that the Company provide the policies, procedures, and guidelines for
complaint handling and monitoring of complaints for root cause analysis and improvements to
policies and procedures, in effect during the experience period. Examiners also requested that the
Company include its definition of what constitutes a “complaint”. The Company identified a
universe of 30 documents. In accordance with requirements of the Examination, the documents
were reviewed to ensure compliance with applicable state and federal laws and regulations. No

violations were noted.

G. Complaint Summaries

Examiners requested a description of the complaint reports and summaries prepared on a recurring
basis and a list of the recipients of those reports during the experience period. Examiners also
requested an example of each report and/or summary document. The Company identified a
universe of eight documents. In accordance with the requirements of the Examination, the
documents were reviewed to ensure compliance with applicable state and federal laws and

regulations. No violations were noted.
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V. PRODUCER LICENSING

Examiners requested documentation relating to producer licensing, including policies and
procedures regarding systems, record-keeping, and verification. Unless noted, all documents
identified in the universe by the Company were requested, received, and reviewed by the examiners.
When the initial documents provided by the Company did not provide enough information,
examiners issued information requests, which resulted in additional documents that were included
in the review. Documents provided pursuant to examiner requests under this section were reviewed

to ensure compliance with applicable standards found in 40 P.S. §§ 310.1 et seq.

A. Active and Terminated Producers

Examiners requested a list of all producers appointed with the Company in Pennsylvania or
authorized to conduct business in Pennsylvania at any time during the experience period. The
Company identified a universe of one document and 2,636 producers. A random sample of 200
active producers was selected for review. The records were compared to Department records of
producers to verify appointments, terminations, and licensing, as well as the Federally-facilitated
Marketplace Registration Status List. In accordance with the requirements of the Examination, the
records were reviewed to ensure compliance with applicable state and federal laws and regulations,
including 40 P.S. § 310.71 et. seq. and 45 C.F.R. § 155.220. The following violations and concern

were noted:

2 Violations — 40 P.S. § 310.3(a)
A person shall not sell, solicit or negotiate a contract of insurance in this Commonwealth unless the
person is licensed as an insurance producer for the line of authority under which the contract is

1ssued.
AND

40 P.S. § 310.41(a)
No person shall act as or perform the duties of an insurance producer in this Commonwealth without
being licensed in accordance with this act. An insurer shall be responsible for a violation of this

section by its employees; however, other than against directors and officers, the Department may
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not seek to impose penalties against the individual employees in addition to the insurer for the same

activity.
AND

40 P.S. § 310.41a

Any insurance entity or licensee accepting applications or orders for insurance from any person or
securing any insurance business that was sold, solicited or negotiated by any person acting without
an insurance producer license. The Company failed to ensure all producers were licensed while

appointed.

4 Violations — 40 P.S. §§ 310.71(a) and 310.71(c)

An insurance producer shall not act on behalf of or as a representative of the insurer unless the
insurance producer is appointed by the insurer. An insurance producer not acting as a representative
of an insurer is not required to be appointed. An insurer that appoints an insurance producer shall
file with the Department a notice of appointment. The notice shall state for which companies
within the insurer's holding company system or group the appointment is made. Upon receipt of
the notice, the Department shall verify if the insurance producer is eligible for appointment. If the
insurance producer is determined to be ineligible for appointment, the Department shall notify the
insurer of the determination. The Company’s appointment/termination dates differ from the

Department’s list pulled from Sircon for States.

1 Violation — 40 P.S. §§ 310.71(f)
An insurer shall, upon request, certify to the Department the names of all licensees appointed by

the insurer. The Company failed to maintain an accurate list of producers.

1 Violation — 40 P.S. §§ 310.71a(a)

An insurer which terminates an appointment pursuant to section 671-A(d) shall notify the
Department in writing on a form approved by the Department, or through an electronic process
approved by the Department, within 30 days following the effective date of the termination. The
noted producer was listed as terminated by the Company and not reported as terminated to the

Department within 30 days following the effective date of termination.
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Concern: Examiners noted additional appointment and termination date discrepancies between
Company and Sircon records that, while not violations, are also of concern to the Department. The
Company indicated that, after thorough review, it could not determine the reason for the
discrepancies in appointment dates. The entire Company unit devoted to this process for the
examination period is no longer employed in any capacity by the Company. From July 2015 on, it
has been the Company’s policy, supported by training documents, that all new broker appointment
dates in Sircon must match the appointment date in the Company’s commission payment system.
Regarding termination date discrepancies, the Company is partnering with Sircon and auditing its

termination dates against Sircon data to verify the discrepancies and try to determine the root cause.

Concern: The Department notes that certain producers were registered in the Federally-facilitated
Marketplace or certified for the period under review but did not obtain certification as verified
through data.healthcare.gov. It is recommended that the Company ensure that producers have

proper credentialing to sell ACA related products.

B. Account Balances

Examiners requested documentation showing that producer contracts’ account balances were
maintained in accordance with producer contracts for the experience period. The Company
identified a universe of 31 documents. In accordance with the requirements of the Examination,
the documents were reviewed to ensure compliance with applicable state and federal laws and

regulations. No violations were noted.

C. Description of Agency System

Examiners requested a description of the type of agency system utilized by the Company during the
experience period. The Company identified a universe of one document. In accordance with the
requirements of the Examination, the document was reviewed to ensure compliance with applicable

state laws and regulations. No violations were noted.

D. Licensing and Appointment Verification

Examiners requested documentation demonstrating how the Company verified that all business
accepted from producers was written by individuals who were duly licensed and appointed to

represent the Company during the experience period. The Company identified a universe of two
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documents. In accordance with the requirements of the Examination, the documents were reviewed
to ensure compliance with applicable state laws and regulations, including 31 Pa. Code Ch. 39a.

No violations were noted.
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Vil. POLICYHOLDER SERVICES

Examiners requested documentation relating to policyholder services. Specifically, the documents
were reviewed to ensure policyholder service guidelines were in place and being followed in a
uniform and consistent manner, and that no policyholder service practices or procedures were in
place that could be discriminatory in nature, or specifically prohibited by statute or regulation.
Unless noted, all documents identified in the universe by the Company were requested, received,
and reviewed by the examiners. When the initial documents provided by the Company did not
provide enough information, examiners issued information requests, which resulted in additional
documents that were included in the review. Documents provided pursuant to examiner requests
under this section were reviewed to ensure compliance with applicable standards found in 40 P.S.
§§ 477a, 753, 761, 991.2152, and 1171.5; 42 U.S.C. § 300gg-4(a); and 45 C.F.R. §§ 146.121,
147.110, and 155.430.

A. Collection Billing Practices

Examiners requested documentation describing requirements for premium collection and billing
used during the experience period. The Company identified a universe of two documents. In
accordance with the requirements of the Examination, the documents were reviewed to ensure

compliance with applicable state and federal laws and regulations. No violations were noted.

B. Timely Policy Issuance and Insured-Requested Cancellations

Examiners requested documentation describing requirements for timely policy issuance and
insured-requested cancellations applicable during the experience period. The Company identified
a universe of five documents and supplied one additional document in response to an examiner-
issued information request. In accordance with the requirements of the Examination, the documents
were reviewed to ensure compliance with applicable state and federal laws and regulations. The

following concern was noted:

Concern: The Company failed to follow its internal procedures when it missed the annual review

of its Group Application Process policy in 2016.
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C. Correspondence Received by the Company

Examiners requested documentation describing the requirements for timely and responsive answers
by appropriate Company departments to all correspondence directed to the Company during the
experience period. The Company identified a universe of one document. In accordance with the
requirements of the examination, the document was reviewed to ensure compliance with applicable

state and federal laws and regulations. No violations were noted.

D. Assumption Reinsurance Agreements

Examiners requested documentation demonstrating that, whenever the Company transferred the
obligation of its contracts to another regulated entity pursuant to an assumption reinsurance
agreement during the experience period, the Company had sent the required notices to affected
policyholders. The Company identified a universe of one document. In accordance with the
requirements of the Examination, the document was reviewed to ensure compliance with applicable

state and federal laws and regulations. No violations were noted.

E. Policies with Service-Related Transactions

Examiners requested a list of service-related transactions, including policy addition requests,
dropped policy transactions, and individual ID change transactions, that occurred during the
experience period. The Company identified a universe of 17 documents and 89,009 transactions.
In accordance with the requirements of the Examination, the documents and a random sample of
15 transactions were reviewed to ensure compliance with applicable state and federal laws and

regulations. No violations were noted.

F. Premium Refunds

Examiners requested a list of policies for which premium refunds were issued during the experience
period to verify that unearned premiums were correctly calculated and returned to the appropriate
party in a timely manner and in accordance with policy provisions and applicable state and federal
laws and regulations. The Company identified a universe of seven documents and 4,396 premium
refunds issued and supplied one additional document in response to an examiner-issued information

request. In accordance with the requirements of the Examination, the documents and a random
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sample of 10 premium refunds were reviewed to ensure compliance with applicable state laws and

regulations, including 40 P.S. § 753(B)(8). No violations were noted.

G. Reinstatement

Examiners requested documentation demonstrating how the Company monitored and assured that
reinstatement was applied consistently and in accordance with policy provisions, as well as state
and federal laws and regulations applicable during the experience period. The Company identified
a universe of one document. In accordance with the requirements of the Examination, the document
was reviewed to ensure compliance with applicable state and federal laws and regulations, including

40 P.S. § 753(A)(4). No violations were noted.

H. Policyholders Services

Examiners requested documentation demonstrating that policyholder service was properly handled
in accordance with policy provisions, and state and federal laws and regulations applicable during
the experience period. The Company identified a universe of one document. In accordance with
the requirements of the Examination, the document was reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

I. Unearned Premium and Refunds

Examiners requested documentation demonstrating how the Company handled unearned premium
calculation and refunds during the experience period. The Company identified a universe of six
documents. In accordance with the requirements of the Examination, the documents were reviewed
to ensure compliance with applicable state laws and regulations, including 40 P.S. § 753(B)(8). No

violations were noted.

J. Premium and Billing Notices

Examiners requested a sample of premium and billing notices used during the experience period.
The Company identified a universe of five documents. In accordance with the requirements of the
examination, the documents were reviewed to ensure compliance with applicable state and federal
laws and regulations noted above, as well as 45 C.F.R. §§ 156.460 and 156.1255. No violations

were noted.
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K. Cancelled Policies

Examiners requested a list of policies cancelled during the experience period. The Company
identified a universe of two documents and 850 cancellations. In accordance with the requirements
of the Examination, the documents and a random sample of 10 cancellations were reviewed to

ensure compliance with applicable state and federal laws and regulations. No violations were noted.

L. Policy Reinstatements

Examiners requested a list of policy reinstatements requested during the experience period. The
Company identified a universe of one document and supplied 43 additional documents in response
to examiner-issued information requests. In accordance with the requirements of the Examination,
the documents and 10 random samples were reviewed to ensure compliance with applicable state

and federal laws and regulations. No violations were noted.
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Vill. UNDERWRITING AND RATING

Examiners requested documentation relating to underwriting and rating. Specifically, the
documents were reviewed to ensure underwriting and rating guidelines were in place and being
followed in a uniform and consistent manner, and that no underwriting practices or procedures were
in place that could be considered discriminatory in nature or prohibited by statute or regulation.
Unless noted, all documents identified in the universe by the Company were requested, received,
and reviewed by the examiners. When the initial documents provided by the Company did not
provide enough information, examiners issued information requests, which resulted in additional
documents that were included in the review. Documents provided pursuant to examiner requests
under this section were reviewed to ensure compliance with applicable standards found in 40 P.S.

§§ 3801.301 et seq., as well as 42 U.S.C. § 300gg and 45 C.F.R. § 147.102.

A. Rating Schedules

Examiners requested rating schedules for individual, small group, and large group major medical
health plans subject to consumer protection provisions of the ACA effective during the experience
period. The Company identified a universe of nine documents. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

B. Mandated Disclosures

Examiners requested documentation demonstrating how the Company assured that all mandated
disclosures were issued in accordance with state and federal laws and regulations applicable during
the experience period. The Company identified a universe of 139 documents and supplied one
additional document in response to an examiner-issued information request. In accordance with
the requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

C. Prohibition of Illegal Rebating

Examiners requested documentation demonstrating how the Company assured that it did not permit
illegal rebating, commission-cutting, or inducements during the experience period. The Company

identified a universe of one document and supplied three additional documents in response to an

32



examiner-issued information request. In accordance with the requirements of the Examination, the
documents were reviewed to ensure compliance with applicable state laws and regulations noted

above, as well as 40 P.S. §§ 310.45, 310.46, and 471. No violations were noted.

D. Underwriting Practices

Examiners requested documentation demonstrating that the Company’s underwriting practices
were not unfairly discriminatory and that the Company adhered to state and federal laws and
regulations applicable during the experience period. The Company identified a universe of one
document and supplied one additional document in response to an examiner-issued information
request. In accordance with the requirements of the Examination, the documents were reviewed to
ensure compliance with applicable state and federal laws and regulations noted above, as well as
40 P.S. §§ 477a,761,and 1171.5(a)(7); and 45 C.F.R. §§ 146.121 and 147.110. No violations were

noted.

E. Form Filing

Examiners requested documentation establishing the Company’s processes to assure that all forms,
including policies, contracts, riders, amendments, endorsement forms, and certificates were filed
with the Department for the experience period. The Company identified a universe of 103
documents and supplied one additional document in response to an examiner-issued information
request. In accordance with the requirements of the examination, the documents were reviewed to
ensure compliance with applicable state and federal laws and regulations noted above, as well as

31 Pa. Code §§ 152.3 and 301.42. No violations were noted.

F. Issue and Renewal

Examiners requested documentation demonstrating that policies, contracts, riders, amendments,
and endorsements were issued or renewed accurately, timely, and completely during the experience
period. The Company identified a universe of three documents. In accordance with the

requirements of the Examination, the documents were reviewed to ensure compliance with
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applicable state and federal laws and regulations noted above, as well as 45 C.F.R. §§ 147.104 and

147.106. No violations were noted.

G. Policy Rejections and Declinations

Examiners requested documentation demonstrating the Company’s rejections and declinations
during the experience period were not unfairly discriminatory. The Company identified a universe
of one document and supplied one additional document in response to an examiner-issued
information request. In accordance with the requirements of the Examination, the documents were
reviewed to ensure compliance with applicable state and federal laws and regulations noted above,
as well as 42 U.S.C. § 300gg-4(a)(1) and 45 C.F.R. §§ 146.121 and 147.110. No violations were

noted.

H. Cancellation Notices

Examiners requested documentation demonstrating that cancellation/nonrenewal, discontinuance,
and declination notices complied with policy and contract provisions, Company guidelines, and
state and federal laws and regulations applicable during the experience period. The Company
identified a universe of one document. In accordance with the requirements of the examination, the
document was reviewed to ensure compliance with applicable state and federal laws and regulations

noted above, as well as 45 C.F.R. § 155.230. No violations were noted.

I. Rescissions

Examiners requested documentation demonstrating that rescissions were not made for non-material
misrepresentation during the experience period. The Company identified a universe of one
document. In accordance with the requirements of the Examination, the document was reviewed
to ensure compliance with applicable state and federal laws and regulations noted above, as well as

45 C.F.R. § 147.128. No violations were noted.

J. Information on Policy Forms

Examiners requested documentation demonstrating that pertinent information on applications that
formed a part of the policy in use during the experience period were complete and accurate. The
Company identified a universe of 92 documents and supplied one additional document in response

to an examiner-issued information request. In accordance with the requirements of the examination,
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the documents were reviewed to ensure compliance with applicable state and federal laws and

regulations noted above, as well as 40 P.S. § 753. No violations were noted.

K. COBRA and Mini-COBRA

Examiners requested documentation demonstrating that the Company complied with the provisions
of COBRA and/or state continuation of benefits procedures contained in policy forms, as well as
state and federal laws and regulations applicable during the experience period. The Company
identified a universe of three documents. In accordance with the requirements of the examination,
the documents were reviewed to ensure compliance with applicable state and federal laws and
regulations noted above, as well as 40 P.S. § 764j and 29 U.S.C. §§ 1161 et seq. The following

concern was noted:

Concern: The Company failed to follow its internal procedures when it missed the annual review

of its COBRA policies and procedures in 2015 and 2016.

L. Genetic Information Nondiscrimination Act Compliance

Examiners requested documentation demonstrating that the Company complied with the Genetic
Information Nondiscrimination Act of 2008 and state laws and regulations applicable during the
experience period. The Company identified a universe of one document. In accordance with the
requirements of the Examination, the document was reviewed to ensure compliance with applicable
state and federal laws and regulations noted above, as well as 40 P.S. § 908-14 and 45 C.F.R. §§
146.121 and 146.122. No violations were noted.

M. Health Information Protection

Examiners requested documentation demonstrating that the Company complied with proper use
and protection of health information in accordance with state laws and regulations applicable during
the experience period. The Company identified a universe of five documents. In accordance with
the requirements of the Examination, the documents were reviewed to ensure compliance with
applicable state and federal laws and regulations noted above, as well as 31 Pa. Code Ch. 146b. No

violations were noted.
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N. Pre-existing Conditions

Examiners requested documentation demonstrating that the Company complied with state and
federal laws and regulations regarding limits on the use of pre-existing exclusions during the
experience period. The Company identified a universe of one document and supplied one additional
document in response to an examiner-issued information request. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with
applicable state and federal laws and regulations noted above, as well as 45 C.F.R. §§ 146.111 and

147.108. No violations were noted.

0. Coverage Discrimination Based on Health Status

Examiners requested documentation demonstrating that the Company did not improperly deny
coverage or discriminate based on health status in the group market or against eligible individuals
in the individual market in conflict with the requirements of state and federal laws and regulations
applicable during the experience period. The Company identified a universe of two documents. In
accordance with the requirements of the Examination, the documents were reviewed to ensure
compliance with applicable state and federal laws and regulations noted above, as well as 40 P.S.

§§ 908-14 and 45 C.F.R. §§ 146.121 and 147.110. No violations were noted.

P. Compliance with Guaranteed Issuance

Examiners requested documentation demonstrating that the Company issued coverage that
complied with guaranteed-issue requirements of state and federal laws and regulations applicable
during the experience period. The Company identified a universe of 61documents. In accordance
with the requirements of the Examination, the documents were reviewed to ensure compliance with
applicable state and federal laws and regulations noted above, as well as 40 P.S. §§ 1302.1 et seq.,
42 U.S.C. § 300gg-1, and 45 C.F.R. § 147.104. No violations were noted.

Q. Clinical Trials

Examiners requested documentation demonstrating that the Company did not deny or restrict
coverage for qualified individuals, as defined in state and federal laws and regulations, who
participated in approved clinical trials during the experience period. The Company identified a

universe of one document. In accordance with the requirements of the Examination, the document
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was reviewed to ensure compliance with state and federal laws and regulations noted above, as well

as 42 U.S.C. § 300gg-8. No violations were noted.

R. Dependent Coverage

Examiners requested documentation demonstrating that the Company made available dependent
coverage for children until attainment of 26 years of age during the experience period. The
Company identified a universe of 78 documents. In accordance with the requirements of the
Examination, the documents were reviewed to ensure compliance with applicable state and federal
laws and regulations noted above, as well as 42 U.S.C. § 300gg-14 and 45 C.F.R. § 147.120. No

violations were noted.

S. Group and Individual Health Plan Renewability

Examiners requested documentation demonstrating that, during the experience period, the
Company renewed or continued in force coverage, at the option of the policyholder, subject to final
regulations established by the United States Department of Health and Human Services (HHS), the
United States Department of Labor (DOL), and the United States Department of the Treasury
(Treasury). The Company identified a universe of three documents. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with
applicable state and federal laws and regulations noted above, as well as 45 C.F.R. § 147.106. No

violations were noted.

T. Lifetime or Annual Limits

Examiners requested documentation demonstrating that the Company did not establish lifetime or
annual limits on the dollar amount of essential health benefits (EHBs) for any individual, in
accordance with final regulations established by HHS, DOL, and Treasury during the experience
period. The Company identified a universe of 53 documents and supplied 24 additional documents
in response to an examiner-issued information request. In accordance with the requirements of the
Examination, the documents were reviewed to ensure compliance with applicable state and federal
laws and regulations noted above, as well as 42 U.S.C. § 300gg-11 and 45 C.F.R. § 147.126. No

violations were noted.
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U. Cost-Sharing Requirements

Examiners requested documentation demonstrating that, during the experience period, the
Company did not impose cost-sharing requirements on preventive services, as defined in, and in
accordance with, final regulations established by HHS, DOL, and Treasury. The Company
identified a universe of 100 documents. In accordance with the requirements of the Examination,
the documents were reviewed to ensure compliance with applicable state and federal laws and
regulations noted above, as well as 42 U.S.C. § 300gg-13 and 45 C.F.R. § 147.130. No violations

were noted.

V. Rescission of Coverage

Examiners requested documentation demonstrating that, during the experience period, the
Company did not retrospectively rescind individual or group coverage (including family coverage
in which the individual is included) unless the individual (or a person seeking coverage on behalf
of the individual) performed an act, practice, or omission that constituted fraud, or made an
intentional misrepresentation of material fact. Examiners also requested documentation
demonstrating that the Company provided at least 30 days’ advance written notice to each plan
enrollee (in the individual market, primary subscriber) who would be affected before coverage was
rescinded. The Company provided 92 documents. In accordance with the requirements of the
Examination, the documents were reviewed to ensure compliance with applicable state and federal

laws and regulations noted above, as well as 45 C.F.R. § 147.128. No violations were noted.
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IX. CLAIMS PROCEDURES

Examiners requested documentation relating to claims procedures, including policies and
procedures for claims handling, record keeping, dispositions, and timelines. Unless noted, all
documents identified in the universe by the Company were requested, received, and reviewed by
the examiners. When the initial documents provided by the Company did not provide enough
information, examiners issued information requests, which resulted in additional documents that
were included in the review. Documents provided pursuant to examiner requests under this section
were reviewed to ensure compliance with applicable standards found in 40 P.S. § 1171.5 and 31

Pa. Code Ch. 146.

A. Claimant Contact

Examiners requested documentation demonstrating that initial contact with the claimants occurred
within the required timeframe applicable during the experience period. The Company identified a
universe of three documents. In accordance with the requirements of the Examination, the
documents were reviewed to ensure compliance with applicable state laws and regulations noted

above, specifically 31 Pa. Code § 146.5, as well as 45 C.F.R. § 155.230. No violations were noted.

B. Timely Investigations

Examiners requested documentation demonstrating that investigations were conducted timely
during the experience period. The Company identified a universe of three documents. In
accordance with the requirements of the Examination, the documents were reviewed to ensure
compliance with applicable state laws and regulations noted above, as well as 45 C.F.R. §§ 147.136

and 156.1010. No violations were noted.

C. Timely Claims Resolution

Examiners requested documentation demonstrating that claims were resolved in a timely manner
during the experience period. The Company identified a universe of 193 documents. In accordance
with the requirements of the Examination, the documents were reviewed to ensure compliance with
applicable state laws and regulations noted above, as well as 45 C.F.R. §§ 147.136 and156.1010.

No violations were noted.
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D. Claims Handling

Examiners requested a brief description of how claims were handled during the experience period,
from the date received through closure, including timeliness requirements. The Company identified
a universe of four documents. Further, examiners requested documentation demonstrating that
claims were handled in accordance with policy provisions, and state and federal laws and
regulations applicable during the experience period. The Company identified a universe of 287
documents. In accordance with the requirements of the Examination, the documents were reviewed
to ensure compliance with applicable state and federal laws and regulations. No violations were
noted in the policy and procedure documents. However, claims handling violations and concerns
were identified; they are discussed in the Written Overview of Company Operations section, as well

in several claims sections of this Examination Report.

E. Claims Forms

Examiners requested documentation demonstrating that the Company’s claims forms were
appropriate for the type of product for which they were used during the experience period. The
Company identified a universe of 14 documents. In accordance with the requirements of the
Examination, the documents were reviewed to ensure compliance with applicable state laws and

regulations using the guidelines. No violations were noted.

F. Claim Reserves

Examiners requested documentation demonstrating files were reserved in accordance with the
Company’s established procedures during the experience period. The Company identified a
universe of one document. In accordance with the requirements of the Examination, the document
was reviewed to ensure compliance with applicable state laws and regulations. No violations were

noted.

G. Denied and Closed-without-Payment Claims

Examiners requested documentation demonstrating that denied and closed-without-payment claims
were handled in accordance with policy provisions and state laws and regulations applicable during

the experience period. The Company identified a universe of 287 documents. In accordance with
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the requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state laws and regulations. No violations were noted.

H. Cancelled Benefit Checks

Examiners requested documentation demonstrating that cancelled benefit checks and drafts from
the experience period reflected appropriate claims handling practices. The Company identified a
universe of five documents and provided two additional documents in response to an examiner-
issued information request. In accordance with the requirements of the Examination, the documents
were reviewed to ensure compliance with applicable state laws and regulations. No violations were

noted.

I. Claims-Closing Practices

Examiners requested documentation demonstrating that claims-handling practices did not compel
claimants to institute litigation, in cases of clear liability and coverage, to recover amounts due
under policies, by offering substantially less than was due under the policy during the experience
period. The Company identified a universe of 287 documents. In accordance with the requirements
of the Examination, the documents were reviewed to ensure compliance with applicable state laws

and regulations. No violations were noted.

J. Claims-Handling Practices

Examiners requested documentation demonstrating that claim files were handled in accordance
with policy provisions, HIPAA, and state laws and regulations applicable during the experience
period. The Company identified a universe of six documents. Examiners also considered issues
identified in the course of reviewing claims. In accordance with the requirements of the
Examination, the documents and claims were reviewed to ensure compliance with applicable state

laws and regulations. The following concern was noted:

Concern: The Department noted in many claim sections that the Company failed to provide
evidence that the paper claim submissions were acknowledged within 10 working days upon
receiving notification of the claims, as required by 31 Pa. Code § 146.5(a), or failed to issue timely
notification to claimants of acceptance or denial of claims as required by 40 P.S. § 1171.5(a)(10)(v)

and 31 Pa. Code § 146.7(a)(1).
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K. Newborns’ and Mothers’ Protection Act

Examiners requested documentation demonstrating that the Company complied with the
requirement of the federal Newborns’ and Mothers’ Health Protection Act of 1996 and the
Pennsylvania Health Security Act. The Company identified a universe of 84 documents. In
accordance with the requirements of the examination, the documents were reviewed to ensure
compliance with applicable state laws and regulations noted above, as well as 40 P.S. §§ 1581

through 1584, and 42 U.S.C. § 300gg-25. No violations were noted.

L. Mental Health Parity and Addiction Equity Act

Examiners requested documentation demonstrating that the Company complied with the
requirements of the federal Mental Health Parity and Addiction Equity Act of 2008 and the
Pennsylvania Health Insurance Coverage Parity and Nondiscrimination Act. The Company
identified a universe of 115 documents. Additionally, the Company was required to submit
Financial Requirement (FR) and Quantitative Treatment Limitation (QTL) Analyses for five plan
designs to demonstrate compliance with the MHPAEA substantially all and predominant level
requirements. The Company was also required to submit, but did not provide or maintain evidence
of, Nonquantitative Treatment Limitation (NQTL) analyses. The Department also considered
limitations noted during claims and complaints review. In accordance with the requirements of the
examination, the documents were reviewed to ensure compliance with applicable state laws and
regulations noted above, and 40 P.S. §§ 908-1 et seq. and 908-11 et seq., as well as 42 U.S.C. §
300gg-26, and 45 C.F.R § 146.136. The following violations and concern were noted:

Universe Violation —40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R.
§ 146.136(c)(2)(i)

Licensed insurers are required to provide mental health (MH) and substance use disorder (SUD)
benefits in parity with medical/surgical benefits. For FRs and QTLs, this means that a licensed
insurer may not apply any FR or QTL to MH or SUD benefits in any classification that is more
restrictive than the predominant financial requirement or treatment limitation of that type applied
to substantially all medical/surgical benefits in the same classification. The Company indicated
that FR/QTL analyses were not conducted for plans issued during the experience period. Further,

the Company provided data that failed the substantially all or predominant level tests within certain
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specified classifications of benefits such that cost sharing was charged to consumers when it should

not have been, or the level of cost sharing charged was too high.

Universe Violation —40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R.
§ 146.136(c)(4)(i)

Licensed insurers are required to provide MH/SUD benefits in parity with medical/surgical
benefits. For NQTLs, this means that a licensed insurer may not apply any NQTL in any
classification unless the processes, strategies, evidentiary standards, or other factors used in
applying that limitation to MH/SUD benefits within that classification are comparable to, and are
applied no more stringently than, the processes, strategies, evidentiary standards or other factors
used in applying the limitation to medical/surgical benefits in the classification. The Company
imposed NQTLs with respect to MH and SUD benefits and was unable to provide
contemporaneous documentation of compliant comparative analyses. NQTLs cannot be applied
to MH/SUD benefits unless comparative analyses demonstrate parity compliance. NQTLs applied
in operation, which were found in claims review, include prior authorization requirements,
notification requirements, concurrent review, limited billable codes for SUD laboratory providers,

and reducing the level of service requested by providers.

Concern: For purposes of MHPAEA analysis, classification of benefits and any corresponding
limitations should be based on the underlying diagnosis, regardless of site of service or the system
through which claims are processed. For the FR and QTL analyses, the Company was required to
provide the classification of benefits as well as the associated Expected Claim Dollars for
medical/surgical benefits. During the experience period and throughout the Examination, the
Company failed to account for benefits that may have been appropriate for both medical/surgical
and MH/SUD diagnoses when reporting the associated Expected Claim Dollars for
medical/surgical benefits; and in some instances, the Company was required to resubmit the
information with MH/SUD Expected Claim Dollars excluded from the reported medical/surgical
amounts. The Company’s response to information requests indicates the Health Plan is able to
identify and separate out claims for the services for which an MH/SUD ICD diagnosis is listed as

the primary diagnosis with the submitted claim.

43



M. Women’s Health and Cancer Rights Act of 1998

Examiners requested documentation demonstrating that group health plans complied with the
requirements of the federal Women’s Health and Cancer Rights Act of 1998 and corresponding
state law during the experience period. The Company identified a universe of 102 documents. In
accordance with the requirements of the Examination, the documents were reviewed to ensure
compliance with applicable state and federal laws and regulations noted above, as well as 40 P.S.

§§ 764d and 1571, and 42 U.S.C. § 300gg-27. No violations were noted.

N. Group Coverage Replacements

Examiners requested documentation demonstrating that the Company complied with state laws
and regulations for group coverage replacements applicable during the experience period. The
Company identified a universe of 99 documents. In accordance with the requirements of the
Examination, the documents were reviewed to ensure compliance with applicable state laws and

regulations noted above, as well as 31 Pa. Code § 89.93. No violations were noted.
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X.  GRIEVANCES

Examiners requested documentation relating to grievances filed during the experience period,
including policies and procedures for grievance handling, record keeping, dispositions, and
timelines. Unless noted, all documents identified in the universe by the Company were requested,
received, and reviewed by the examiners. When the initial documents provided by the Company
did not provide enough information, examiners issued information requests, which resulted in
additional documents that were included in the review. Documents provided pursuant to examiner
requests under this section were reviewed to ensure compliance with applicable standards found in
40P.S. §§991.2101 et seq. and 1171.5, 31 Pa. Code § 154.13,42 U.S.C. § 300gg-19, and 45 C.F.R.
§ 147.136, incorporating 29 C.F.R. § 2560.503-1.

A. Grievances

Examiners requested documentation demonstrating that the Company treated as a grievance any
written complaint, or any oral complaint that involved an urgent care request, submitted by or on
behalf of a covered person regarding: (1) the availability, delivery, or quality of health care services,
including a complaint regarding an adverse determination made pursuant to utilization review; (2)
claims payment, handling, or reimbursement for health care services; or (3) matters pertaining to
the contractual relationship between a covered person and the health carrier during the experience
period. The Company identified a universe of 37 documents. In accordance with the requirements
of the Examination, the documents were reviewed to ensure compliance with applicable state and

federal laws and regulations. No violations were noted.

B. Grievance Procedures

Examiners requested documentation demonstrating that the Company documented, maintained,
and reported grievances, and established and maintained grievance procedures in compliance
with state and federal laws and regulations applicable during the experience period. The Company
identified a universe of 37 documents. In accordance with the requirements of the Examination,
the documents were reviewed to ensure compliance with applicable state and federal laws and

regulations. No violations were noted.
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C. Grievance Procedure Disclosure

Examiners requested documentation demonstrating how the Company implemented grievance
procedures and how these procedures were disclosed to covered persons in compliance with
applicable state and federal laws and regulations during the experience period. The Company
identified a universe of 76 documents. In accordance with the requirements of the Examination,
the documents were reviewed to ensure compliance with applicable state and federal laws and

regulations. No violations were noted.

D. First-Level Reviews of Grievances Involving Adverse Benefit Determinations

Examiners requested documentation demonstrating that the Company had procedures in place
during the experience period for the proper handling of grievances involving adverse benefit
determinations and conducted first-level reviews of such grievances in compliance with state
and federal laws and regulations, and in accordance with the final regulations established by HHS,
DOL, and Treasury. The Company identified a universe of 37 documents. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

E. Grievance Reviews Not Involving Adverse Determination

Examiners requested documentation demonstrating that the Company had procedures for, and
conducted standard reviews of, grievances not involving adverse benefit determinations in
compliance with state and federal laws and regulations applicable during the experience period.
The Company identified a universe of 37 documents. In accordance with the requirements of the
Examination, the documents were reviewed to ensure compliance with applicable state and federal

laws and regulations. No violations were noted.

F. Voluntary Reviews of Grievances

Examiners requested documentation demonstrating that the Company had procedures for, and that
the Company conducted, voluntary reviews of grievances in compliance with state and federal
laws and regulations applicable during the experience period. The Company identified a universe

of five documents. In accordance with the requirements of the Examination, the documents were
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reviewed to ensure compliance with applicable state and federal laws and regulations. No violations

were noted.

G. Expedited Review of Grievances

Examiners requested documentation demonstrating that the Company had procedures for and
conducted expedited reviews of urgent care requests for grievances involving adverse
determinations in compliance with state and federal laws and regulations applicable during the
experience period. The Company identified a universe of 11 documents. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

H. Expedited Review for Autism Spectrum Disorder

Examiners requested documentation demonstrating that the Company had policies and procedures
during the experience period providing individuals covered under 40 P.S. § 764h, upon denial or
partial denial of a claim for diagnostic assessment and/or treatment of autism spectrum disorders,
with an expedited internal review process. The Company identified a universe of three documents
and supplied one additional document in response to an examiner-issued information request. In
accordance with the requirements of the Examination, the documents were reviewed to ensure

compliance with applicable state laws and regulations. No violations were noted.

I. Grievance Procedures Federal Compliance

Examiners requested that the Company provide documentation demonstrating that the Company’s
grievance procedures in existence during the experience period were properly handled in
accordance with policy provisions and in compliance with applicable federal laws and regulations
requiring a health carrier to comply with grievance procedures in accordance with the final
regulations established by HHS, DOL, and Treasury. The Company identified a universe of 10
documents. In accordance with the requirements of the Examination, the documents were reviewed

to ensure compliance with applicable federal laws and regulations. No violations were noted.

J. Grievance Records Maintenance

Examiners requested documentation demonstrating that the Company’s grievance procedures were

properly handled in accordance with federal laws and regulations requiring individual health
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insurance coverage to maintain records of all claims and notices associated with the internal claims
and appeals process for the length of time specified in the final regulations promulgated by HHS,
DOL, and Treasury. The Company identified a universe of 43 documents. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with

applicable federal laws and regulations. No violations were noted.

K. First- and Second-Level Internal Appeals

Examiners requested that the Company identify all first- and second-level internal appeals received
during the experience period. The Company identified a universe of 182 appeals. A random sample
of 84 Health Options files and five (5) Health Coverage files was requested. In accordance with
the requirements of the Examination, 30 appeal sample files were reviewed to ensure compliance

with applicable state and federal laws and regulations. No violations were noted.

L. External Appeals

Examiners requested that the Company identify all external appeal review processes that were in
place during the experience period. The Company identified a universe of 37 documents. In
accordance with the requirements of the Examination, the documents were reviewed to ensure

compliance with applicable state and federal laws and regulations. No violations were noted.
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XI. NETWORK ADEQUACY

Examiners requested documentation relating to network adequacy, including policies and
procedures, network criteria and access, record keeping, filings, and provider contracts. Unless
noted, all documents identified in the universe by the Company were requested, received, and
reviewed by the examiners. When the initial documents provided by the Company did not provide
enough information, examiners issued information requests, which resulted in additional documents
that were included in the review. Documents provided pursuant to examiner requests under this
section were reviewed to ensure compliance with applicable standards found in 40 P.S. §§ 764a and

991.2111, 31 Pa. Code §§ 152.1 et seq. and 301.42, and 45 C.F.R. § 156.230.

A. Reasonable Criteria for Network

Examiners requested documentation demonstrating that the Company used reasonable criteria to
maintain a network that was sufficient in number and types of providers to ensure that all services
to covered persons would be accessible without unreasonable delay during the experience period.
The Company identified a universe of six documents and supplied 60 additional documents in
response to examiner-issued information requests. In accordance with the requirements of the
Examination, the documents were reviewed to ensure compliance with applicable state and federal

laws and regulations. No violations were noted.

B. Access Plan Filed

Examiners requested documentation demonstrating that the Company filed an access plan for each
managed care plan offered in the state and filed updates whenever it made a material change to an
existing managed care plan during the experience period. The Company must make the access
plans available: 1) on its business premises; 2) to regulators; and 3) to interested parties, absent
proprietary information, upon request. The Company identified a universe of 22 documents. In
accordance with the requirements of the Examination, the documents were reviewed to ensure

compliance with applicable state and federal laws and regulations. No violations were noted.

C. Contract Forms Filed

Examiners requested documentation demonstrating that the Company filed all required contract

forms and any material changes to a contract proposed for use with its participating providers and
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intermediaries during the experience period. The Company identified a universe of two documents
and supplied 59 additional documents in response to examiner-issued information requests. In
accordance with the requirements of the Examination, the documents were reviewed to ensure

compliance with applicable state laws and regulations. The following violation was noted:

1 Violation — 28 Pa. Code § 9.722(b)

The plan shall submit any material change or amendment to a standard health care provider contract,
including a material change or amendment to any document incorporated by reference into the
contract, to the Department 10 days before implementation of the change or amendment except for
changes required by law or regulation. The Company failed to submit material changes for provider

agreements to the Department 10 days prior to implementation of the change or amendment.

D. Access to Emergency Services

Examiners requested documentation demonstrating that, during the experience period, the
Company ensured covered persons had access to emergency services 24 hours per day, seven
days per week within its network and provided coverage for emergency services outside of its
network. The Company identified a universe of five documents. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with
applicable state and federal laws and regulations noted above, including 31 Pa. Code §§ 152.15 and
301.62(c), and 45 C.F.R. § 147.138. No violations were noted.

E. Written Agreements with Providers

Examiners requested documentation demonstrating that executed written agreements between the
Company and participating providers during the experience period were in compliance with state
and federal laws and regulations. The Company identified a universe of one document. In
accordance with the requirements of the Examination, the document was reviewed to ensure

compliance with applicable state laws and regulations. No violations were noted.

F. Intermediary Contracts

Examiners requested documentation demonstrating that the Company’s contracts with
intermediaries for the experience period were in compliance with applicable state and federal laws

and regulations. The Company identified a universe of three documents. In accordance with the
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requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

G. Provider Directory

Examiners requested documentation demonstrating that the Company provided at enrollment a
provider directory that listed all providers who participated in its network during the experience
period, and that it also made available, on a timely and reasonable basis, updates to its directory
during the experience period. The Company identified a universe of seven documents. In
accordance with the requirements of the Examination, the documents were reviewed to ensure

compliance with applicable state and federal laws and regulations. No violations were noted.

H. Accrediting Certification

Examiners requested a copy of the Company’s HHS-recognized accrediting entity certification or
a copy of the Company’s network access plan for the experience period. The Company identified
a universe of one document. In accordance with the Examination, the document was reviewed for
compliance with applicable state and federal laws and regulations noted above, as well as 45 C.F.R.

§ 156.275. No violations were noted.

I. Provider Agreements

Examiners requested a copy of the various provider agreements in effect during the experience
period. The Company identified a universe of five documents and supplied 60 additional
documents in response to examiner-issued information requests. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations noted above. The following violation was noted:

1 Violation — 40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R. §
146.136(c)(4)(i)

Licensed insurers are required to provide MH/SUD benefits in parity with medical/surgical
benefits. For NQTLs, this means that a licensed insurer may not apply any NQTL in any
classification unless, under the terms of the plan as written and in operation, the processes,
strategies, evidentiary standards, or other factors used in applying that limitation to SUD benefits

within that classification are comparable to, and are applied no more stringently than, the
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processes, strategies, evidentiary standards or other factors used in applying the limitation to
medical/surgical benefits in the classification. Language in MH/SUD provider contracts requiring
timely claim submission requirements (within 90 days of the date of service), as well as language
indicating there is no obligation on the part of the behavioral health claims processing vendor to
pay additional amounts after 12 months from the date the initial claim was paid, is not included in

medical/surgical provider contracts.
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XII. PROVIDER CREDENTIALING

Examiners requested documentation relating to provider credentialing, including policies and
procedures, credentialing programs, verification, and record keeping and monitoring. Unless noted,
all documents identified in the universe by the Company were requested, received, and reviewed
by the examiners. When the initial documents provided by the Company did not provide enough
information, examiners issued information requests, which resulted in additional documents that
were included in the review. Documents provided pursuant to examiner requests under this section
were reviewed to ensure compliance with applicable standards found in 40 P.S. §§ 991.2121, 28

Pa. Code § 9.761, and 45 C.F.R. § 156.275.
A. Credentialing and Recredentialing Program

Examiners requested documentation demonstrating that the Company established and maintained
a program for credentialing and re-credentialing in compliance with state and federal laws and
regulations applicable during the experience period. The Company identified a universe of five
documents and provided 18 additional documents in response to an examiner-issued information
request. In accordance with the requirements of the Examination, the documents were reviewed to

ensure compliance with applicable state and federal laws and regulations. No violations were noted.

B. Accrediting Verification

Examiners requested documentation demonstrating that the Company verified the credentials of
health care professionals before entering into a contract with the health care professionals during
the experience period. The Company identified a universe of one document and supplied 21
additional documents in response to an examiner-issued information request. In accordance with
the requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

C. Primary or Secondary Verification

Examiners requested documentation demonstrating that the Company obtained, through either a
primary or secondary credentialing verification process, the information required by state and
federal laws and regulations applicable during the experience period. Examiners also requested

documentation demonstrating that the Company obtained primary credentialing verification at
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least every three years. The Company identified a universe of five documents. In accordance with
the requirements of the examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

D. Provider Notification of Changes in Status

Examiners requested documentation demonstrating that the Company required all participating
providers to notify the Company’s designated individual of changes in the status of any information
that is required to be verified by the Company. The Company identified a universe of two
documents. In accordance with the requirements of the examination, the documents were reviewed
to ensure compliance with applicable state and federal laws and regulations noted above, as well as

40 P.S. §§ 991.2117 and 1171.5, and 31 Pa. Code §§ 152.6 and 301.42. No violations were noted.

E. Provider Opportunity to Review

Examiners requested documentation demonstrating that the Company afforded health care
professionals the opportunity to review and correct information submitted in support of their
credentialing verification for the experience period. The Company identified a universe of five
documents. In accordance with the requirements of the Examination, the documents were reviewed
to ensure compliance with applicable state and federal laws and regulations. No violations were

noted.

F. Contractor Credentialing Monitoring

Examiners requested documentation demonstrating that the Company monitored the activities of
any entity with which it contracted to perform credentialing functions and ensured compliance with
the requirements of state and federal laws and regulations applicable during the experience period.
The Company identified a universe of nine documents and supplied 704 additional documents in
response to an examiner-issued information request. In accordance with the requirements of the
examination, the documents were reviewed to ensure compliance with applicable state and federal

laws and regulations. No violations were noted.
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XIIl. QUALITY ASSESSMENT AND IMPROVEMENT

Examiners requested documentation relating to quality assessment and improvement, including
policies and procedures for quality assessment, filings, reporting, communication, and certification.
Unless noted, all documents identified in the universe by the Company were requested, received,
and reviewed by the examiners. When the initial documents provided by the Company did not
provide enough information, examiners issued information requests, which resulted in additional
documents that were included in the review. Documents provided pursuant to examiner requests
under this section were reviewed to ensure compliance with applicable standards found in 28 Pa.

Code Ch. 9,42 U.S.C. § 18031, and 45 C.F.R. §§ 155.200(d) and 156.1105 et seq.
A. Quality Assessment Program

Examiners requested documentation demonstrating that the Company developed and maintained a
quality assessment program in compliance with state and federal laws and regulations applicable
during the experience period. The Company identified a universe of two documents and supplied
95 additional documents in response to examiner-issued information requests. In accordance with
the requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

B. Written Quality Assessment Program Filing

Examiners requested documentation demonstrating that the Company filed a written description of
the quality assessment program in the prescribed format, which included a signed certification by a
corporate officer of the Company that the filing met federal requirements applicable during the
experience period. The Company identified a universe of two documents and supplied 59 additional
documents in response to an examiner-issued information request. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

C. Quality Improvement Program

Examiners requested documentation demonstrating that the Company developed and maintained a
quality improvement program in compliance with state and federal laws and regulations applicable

during the experience period. The Company identified a universe of two documents and supplied
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59 additional documents in response to an examiner-issued information request. In accordance with
the requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

D. Reporting of Problematic Providers

Examiners requested documentation demonstrating that the Company reported to the appropriate
licensing authority any persistent pattern of problematic care provided by a provider that was
sufficient to cause the Company to terminate or suspend contractual arrangements with the provider
during the experience period. The Company identified a universe of ten documents and supplied
59 additional documents in response to an examiner-issued information request. In accordance with
the requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

E. Quality Assessment and Quality Improvement Program Communication

Examiners requested documentation demonstrating that, during the experience period, the
Company documented and communicated information about its quality assessment program and its
quality improvement program to covered persons and providers. The Company identified a
universe of four documents and supplied 59 additional documents in response to an examiner-issued
information request. In accordance with the requirements of the Examination, the documents were
reviewed to ensure compliance with applicable state and federal laws and regulations. No violations

were noted.

F. Annual Certification of Program

Examiners requested documentation demonstrating that the Company annually certified that its
quality assessment and quality improvement program, along with the materials provided to
providers and consumers, met state and federal requirements applicable during the experience
period. The Company identified a universe of two documents and supplied 59 additional documents
in response to an examiner-issued information request. In accordance with the requirements of the
Examination, the documents were reviewed to ensure compliance with applicable state and federal

laws and regulations. No violations were noted.
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G. Vendor Monitoring

Examiners requested documentation demonstrating that the Company monitored the activities of
the entity with which it contracted to perform quality assessment or quality improvement functions
and ensured they met state and federal requirements applicable during the experience period. The
Company identified a universe of two documents and supplied 90 additional documents in response
to examiner-issued information requests. In accordance with the requirements of the Examination,
the documents were reviewed to ensure compliance with applicable state and federal laws and

regulations. No violations were noted.
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Xlv. UTILIZATION REVIEW

Examiners requested documentation relating to utilization review, including policies and
procedures for utilization review, reporting, operations, disclosure, timelines, and monitoring.
Unless noted, all documents identified in the universe by the Company were requested, received,
and reviewed by the examiners. When the initial documents provided by the Company did not
provide enough information, examiners issued information requests, which resulted in additional
documents that were included in the review. Documents provided pursuant to examiner requests
under this section were reviewed to ensure compliance with applicable standards found in 40 P.S.
§§ 991.2136, 991.2151, and 991.2152; 28 Pa. Code Ch. 9; 31 Pa Code § 152.2, and accreditation
standards found at 45 C.F.R. § 156.275.

A. Utilization Review Program

Examiners requested documentation demonstrating that the Company established and maintained
a utilization review program in compliance with state and federal laws and regulations applicable
during the experience period. The Company identified a universe of two documents. In accordance
with the requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

B. Annual Report

Examiners requested documentation demonstrating that the Company filed an annual summary
report of its utilization review activities and maintained records of all benefit requests, claims, and
notices associated with utilization review and benefit determinations in accordance with state and
federal laws and regulations applicable during the experience period. The Company identified a
universe of four documents. In accordance with the requirements of the Examination, the
documents were reviewed to ensure compliance with applicable state and federal laws and

regulations. No violations were noted.

C. Utilization Review Program Operation

Examiners requested documentation demonstrating that the Company operated its utilization
review program in accordance with state and federal laws and regulations applicable during the

experience period. The Company identified a universe of 26 documents. In accordance with the
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requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

D. Utilization Review Disclosure

Examiners requested documentation demonstrating that the Company disclosed information about
its utilization review and benefit determination procedures to covered persons, or, if applicable, to
the covered person’s authorized representative, in compliance with state and federal laws and
regulations applicable during the experience period. The Company identified a universe of two
documents. In accordance with the requirements of the examination, the documents were reviewed
to ensure compliance with applicable state and federal laws and regulations. No violations were

noted.

E. Timely Standard Utilization Review

Examiners requested documentation demonstrating that the Company made standard utilization
review and benefit determinations in a timely manner as required by state and federal laws and
regulations applicable during the experience period. The Company identified a universe of two
documents. In accordance with the requirements of the Examination, the documents were reviewed
to ensure compliance with applicable state and federal laws and regulations. No violations were

noted.

F. Adverse Determination of Utilization Review

Examiners requested documentation demonstrating that the Company provided written notice of
adverse standard utilization review determinations in compliance with state and federal laws and
regulations applicable during the experience period. The Company identified a universe of two
documents. In accordance with the requirements of the Examination, the documents were reviewed
to ensure compliance with applicable state and federal laws and regulations. No violations were

noted.

G. Expedited Utilization Review and Benefit Determinations

Examiners requested documentation demonstrating that the Company conducted expedited
utilization review determinations in a timely manner and in compliance with state and federal laws

and regulations applicable during the experience period. The Company identified a universe of two
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documents. In accordance with the requirements of the Examination, the documents were reviewed

to ensure compliance with applicable state and federal laws. No violations were noted.

H. Emergency Services Utilization Review

Examiners requested documentation demonstrating that the Company conducted utilization reviews
or made benefit determinations for emergency services in compliance with state and federal laws
and regulations applicable during the experience period. The Company identified a universe of two
documents. In accordance with the requirements of the Examination, the documents were reviewed
to ensure compliance with applicable state and federal laws and regulations. No violations were

noted.

I. Monitoring Utilization Review Entity

Examiners requested documentation demonstrating that the Company monitored the activities of
each utilization review organization or entity with which the Company contracted and ensured that
the organization complied with state and federal laws and regulations applicable during the
experience period. The Company identified a universe of two documents. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.
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XV. MEDICAL AND PHARMACY CLAIMS REVIEW - ORIGINAL EXPERIENCE PERIOD

Examiners requested a list of all medical and pharmacy claims paid, denied, and partially paid
during the original experience period of January 1, 2015 through March 31, 2016. The Company
identified a universe of 4,156,057 medical and pharmacy claims. A random sample of claim files

was requested, received, and reviewed for the following types of claims:

Medical Claims

Mammogram Claims

Medical Foods Claims

Autism Claims

Emergency Services Claims
Ambulance Claims

Substance Use Disorder Claims
Mental and Behavioral Health Claims
HIV/AIDS Claims

Opioid Addiction Claims

AT T @m T mo o w e

Pharmacy Claims — Mental and Behavioral Health

In accordance with the requirements of the examination, all claim files were reviewed to ensure
compliance with applicable state and federal laws and regulations, including applicable standards
found in 40 P.S. §§ 991.2166 and 1171.5; 31 Pa. Code Ch. 146 and 154; 42 U.S.C. §§ 300gg-6,
300gg-13, and 18022; and 45 C.F.R. §§ 147.130, 147.150, and 156.110.

Since the exam was expanded to include a second experience period of medical claims from January
2017 through March 2018, the number of claim samples reviewed for both experience periods was

limited.

The following general concerns were noted in numerous sections of non-pharmacy original

experience period claims:

Concern: The Company failed to acknowledge paper claims within 10 days of claim notification
as required by 31 Pa. Code § 146.5(a); failed to issue timely notification to claimants of acceptance

or denial of claims as required by 40 P.S. § 1171.5(a)(10)(v) and 31 Pa. Code § 146.7(a)(1); and
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failed to issue status letters consistent with 31 Pa. Code §§ 146.6 and 146.7(c)(1). The importance

of these communications is noted in the related concern below.

Concern: For members who opt to stay with paper EOBs rather than electing to access the
electronic portal for EOBs, the Company does not mail EOBs when the member has a copay or
when the claim is denied with no member liability. While those members can request that claim
history reports be mailed to them, the Company requires members to complete a Protected Health
Information (PHI) request form to receive claim history reports if the member requests more than
five claim history reports. The Department notes that EOBs or other communications that provide
the notifications required in 31 Pa. Code Ch. 146, are critical consumer protection tools which
allow consumers to plan for their health care needs and assist in preventing fraud, waste, and
abuse. Further, both noted processes make it more difficult for members to be apprised of their
maximum-out-of-pocket (MOOP) amounts. The Department expects that when members have
out-of-pocket expenses, the Company has a mechanism in place to highlight MOOP amounts for
members more frequently. The Department appreciates that the Company is working to convert

the existing process requiring insureds to complete a PHI form for requesting five or more EOBs.
A. Medical Claims

Examiners requested lists of all medical claims paid, denied, and partially paid during the
experience period. In accordance with the requirements of the Examination, medical claim files
were reviewed to ensure compliance with applicable state and federal laws and regulations.

Examiners found violations in all three sections.
Medical Paid Claims

Examiners requested a list of all medical claims paid during the experience period. The Company
identified a universe of 2,126,775 paid medical claims. A random sample of 25 claim files was
requested. In accordance with the requirements of the Examination, the files were reviewed. The

following violations were noted:

3 Violations - 31 Pa. Code § 146.3
The claim files of the insurer shall be subject to examination by the Commissioner or by his

appointed designees. The files shall contain notes and work papers pertaining to the claim in the
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detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
Medical Denied Claims

Examiners requested a list of all medical claims denied during the experience period. The Company
identified a universe of 252,110 denied medical claims. A random sample of 25 claim files was
requested. In accordance with the requirements of the Examination, the files were reviewed. The

following violations were noted:

2 Violations - 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.

Medical Partially Paid Claims

Examiners requested a list of all medical claims partially paid during the experience period. The
Company identified a universe of 717,240 partially paid medical claims. A random sample of 25
claim files was requested. In accordance with the requirements of the Examination, the files were

reviewed. The following violations were noted:

1 Violation — 40 P.S. § 991.2166(a) & 31 Pa. Code § 154.18(a)

Licensed insurers and managed care plans shall pay clean claims and the uncontested portions of a
contested claim submitted by a health care provider for services provided within 45 days of receipt
of the claim from the health care provider. The noted clean claim was not paid within 45 days of

receipt.

1 Violation — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain a complete claim file for the noted claim.
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B. Mammogram Claims

Examiners requested lists of all mammogram claims paid, denied, and partially paid during the
experience period. In accordance with the requirements of the Examination, mammogram claim
files were reviewed to ensure compliance with applicable state and federal laws and regulations,
including 40 P.S. §§ 764c, 991.2166, and 1171.5; 31 Pa. Code Ch. 146 and 154; 18 Pa. C.S. § 4117;
42 U.S.C. §§ 300gg-6, 300gg-13, and 18022; and 45 C.F.R. §§ 147.130 and 147.150. Examiners

found no violations in the three sections.
Mammogram Paid Claims

Examiners requested a list of all mammogram claims paid during the experience period. The
Company identified a universe of 71,965 paid mammogram claims. A random sample of 25 claim
files was requested. In accordance with the requirements of the Examination, the files were

reviewed. No violations were noted.
Mammogram Denied Claims

Examiners requested a list of all mammogram claims denied during the experience period. The
Company identified a universe of 2,696 denied mammogram claims. A random sample of 25 claim
files was requested. In accordance with the requirements of the Examination, the files were

reviewed. No violations were noted.
Mammogram Partially Paid Claims

Examiners requested a list of all mammogram claims partially paid during the experience period.
The Company identified a universe of 8,898 partially paid mammogram claims. A random sample
of 25 claim files was requested. In accordance with the requirements of the Examination, the files

were reviewed. No violations were noted.

C. Medical Foods Claims

Examiners requested lists of all medical foods claims paid, denied, and partially paid during the
experience period. In accordance with the requirements of the examination, medical foods claim
files were reviewed to ensure compliance with applicable state and federal laws and regulations,

including 40 P.S. §§ 991.2166, 1171.5, and 3901 et seq.; 31 Pa. Code Ch. 146 and 154; 42 U.S.C.
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§§ 300gg-6, 300gg-13, and 18022; and 45 C.F.R. § 147.150. Examiners found no violations in the

three sections.
Medical Foods Paid Claims

Examiners requested a list of medical foods claims paid during the experience period. The
Company identified a universe of 625 paid medical foods claims. A random sample of 25 claim
files was requested. In accordance with the requirements of the Examination, the files were

reviewed. No violations were noted.
Medical Foods Denied Claims

Examiners requested a list of medical foods claims denied during the experience period. The
Company identified a universe of 181 denied medical foods claims. A random sample of 25 claim
files was requested. In accordance with the requirements of the Examination, the files were

reviewed. No violations were noted.
Medical Foods Partially Paid Claims

Examiners requested a list of medical foods claims that were partially paid during the experience
period. The Company identified a universe of 422 partially paid medical foods claims. A random
sample of 25 claim files was requested. In accordance with the requirements of the Examination,

the files were reviewed. No violations were noted.

D. Autism Claims

Examiners requested lists of all autism spectrum disorder (ASD) claims paid, denied, and partially
paid during the experience period. In accordance with the requirements of the examination, ASD
claim files were reviewed to ensure compliance with applicable state and federal laws and
regulations, including 40 P.S. §§ 764h, 908-11 et seq., 991.2166, and 1171.5; 31 Pa. Code Ch. 146
and 154; 42 U.S.C. §§ 300gg-6, 300gg-13, 300gg-26, and 18022; 29 C.F.R. § 2560.503-1(g); and
45 C.F.R. §§ 146.136, 147.150, 147.160, and 156.110. Examiners found violations in all three

sections.
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Autism Paid Claims

Examiners requested a list of all ASD claims paid during the experience period. The Company
identified a universe of 10,430 paid ASD claims. A random sample of 25 claim files was requested.
In accordance with the requirements of the Examination, the files were reviewed. The following

violations were noted:

15 Violations — 40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R. §
146.136(c)(2)(i)

Licensed insurers are required to provide mental health and substance use disorder benefits in
parity with medical/surgical benefits. For QTLs, this means that a licensed insurer may not apply
any FR or QTL to MH/SUD benefits in any classification that is more restrictive than the
predominant financial requirement or treatment limitation of that type applied to substantially all
medical/surgical benefits in the same classification. Examiners requested the Company to provide
proof of compliance for each plan type affected, each classification of benefits and for each type
of QTL separately. The Company imposed FRs with respect to autism benefits and failed to
demonstrate compliance with the substantially all test described in regulation, within the specified
classification of benefits in the noted claim files. The Company imposed copays on Applied
Behavioral Analysis (ABA) services in all noted claim samples, but FR/QTL testing provided by
the Company demonstrates that copays would not have met the substantially all test in the In-

network; OP, All Other benefit classification for some plans.

22 Violations — 40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R. §
146.136(c)(4)(i)

Licensed insurers are required to provide MH/SUD benefits in parity with medical/surgical
benefits. For NQTLs, this means that a licensed insurer may not apply any NQTL in any
classification unless the processes, strategies, evidentiary standards, or other factors used in
applying that limitation to MH/SUD benefits within that classification are comparable to, and are
applied no more stringently than, the processes, strategies, evidentiary standards, or other factors
used in applying the limitation to medical/surgical benefits in the classification. The Company

imposed NQTLs with respect to autism benefits in the Outpatient benefit classifications.
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Specifically, the Company limited the scope and duration of treatment for the members listed by
requiring prior authorization or concurrent review, and by imposing discharge criteria of
noncompliance with recommendations and failure to make therapeutic gains for the indicated
procedure codes. The Company did not demonstrate, as written and in operation, that the
processes, strategies, evidentiary standards, or other factors used in applying these requirements
and criteria to the specified autism services, were applied comparably and no more stringently
than, the processes, strategies, evidentiary standards, or other factors used in applying the

limitations with respect to medical/surgical benefits in the classification.

20 Violations — 40 P.S. § 1171.5(a)(1)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND

40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices:

Misrepresenting pertinent facts or policy or contract provisions relating to coverages at issue.

31 Pa. Code § 146.4(a)
An insurer or agent may not fail to fully disclose to first-party claimants’ pertinent benefits,
coverages or other provisions of an insurance policy or insurance contract under which a claim is

presented.
AND

31 Pa. Code § 146.4(b)
An insurer or agent may not fail to fully disclose to first-party claimants’ benefits, coverages or
other provisions of an insurance policy or insurance contract when the benefits, coverages or other

provisions are pertinent to a claim. The Company failed to process the noted claims according to
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the plan SOBs, and issued member EOBs and provider remittance advice that misrepresented the
benefits of the members’ policies. Further, the Company failed to fully disclose coverage
provisions for autism services in the SOBs in that cost sharing requirements for ABA services

were not clearly identified.

7 Violations — 40 P.S. § 1171.5(a)(10)(vi)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Not attempting
in good faith to effectuate prompt, fair and equitable settlements of claims in which the company’s
liability under the policy has become reasonably clear. The noted claims were processed
incorrectly per member SOBs, resulting in failure to effectuate fair and equitable settlements of

the claims.
9 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
Autism Denied Claims

Examiners requested a list of all ASD claims that were denied during the experience period. The
Company identified a universe of 7,319 denied autism claims. A random sample of 25 denied
claims was requested. In accordance with the requirements of the examination, the files were

reviewed. The following violations were noted:

1 Violation — 40 P.S. §§ 764h(a) and 764h(e)(1)

Coverage is required for individuals under 21 years of age for the diagnostic assessment and
treatment of ASD. This section shall apply to any health insurance policy offered, issued or
renewed on or after July 1, 2009, in this Commonwealth to groups of fifty-one (51) or more
employees. The Company failed to include coverage for the diagnostic assessment and treatment

of autism spectrum disorders for the noted large group plan.
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6 Violations — 40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R. §
146.136(c)(2)(i)

Licensed insurers are required to provide MH/SUD benefits in parity with medical/surgical
benefits. For FRs or QTLs, this means that a licensed insurer may not apply any FR or QTL to
mental health or substance use disorder benefits in any classification that is more restrictive than
the predominant FR or QTL of that type applied to substantially all medical/surgical benefits in
the same classification. Examiners requested the Company to provide proof of compliance for each
plan type affected, each classification of benefits and for each type of FR/QTL separately. The
Company imposed FRs with respect to autism benefits and failed to demonstrate compliance with
the substantially all or predominant level tests described in regulation within the specified

classification of benefits in the noted claim files.

11 Violations — 40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R. §
146.136(c)(4)(i)

Licensed insurers are required to provide MH/SUD benefits in parity with medical/surgical
benefits. For NQTLs, this means that a licensed insurer may not apply any NQTL in any
classification unless the processes, strategies, evidentiary standards, or other factors used in
applying that limitation to MH/SUD benefits within that classification are comparable to, and are
applied no more stringently than, the processes, strategies, evidentiary standards, or other factors
used in applying the limitation to medical/surgical benefits in the classification. The Company
imposed NQTLs with respect to autism benefits in the Outpatient benefits classifications.
Specifically, the Company limited the scope and duration of treatment for the members listed by
requiring prior authorization. The Company did not demonstrate, as written and in operation, that
the processes, strategies, evidentiary standards, or other factors used in applying these
requirements and criteria to the specified autism services, were applied comparably and no more
stringently than, the processes, strategies, evidentiary standards, or other factors used in applying

the limitations with respect to medical/surgical benefits in the classification.

8 Violations — 40 P.S. § 1171.5(a)(1)(i)
“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of

insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
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statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND

40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices:
Misrepresenting pertinent facts or policy or contract provisions relating to coverages at issue. For
seven sample claims, the Company failed to fully disclose coverage provisions for autism services
in the SOBs in that cost sharing requirements for ABA services were not clearly identified. For
one sample claim, the member EOB misrepresented pertinent facts relating to contract provisions
for coverage of services for the claim; the SOB indicates the member was responsible for a co-

pay, but the EOB shows the member was responsible for co-insurance.

7 Violations — 40 P.S. § 1171.5(a)(10)(vi)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Not attempting
in good faith to effectuate prompt, fair and equitable settlements of claims in which the company’s
liability under the policy has become reasonably clear. The Company improperly denied the claims
noted when the Company’s liability under the policy was reasonably clear. Additionally, some of
the denied claims were later reprocessed and paid but in some cases they were paid incorrectly per

member SOBs, resulting in failure to effectuate fair and equitable settlements of the claims.

3 Violations - 40 P.S. § 1171.5(a)(10)(xiv)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Failing to
promptly provide a reasonable explanation of the basis in the insurance policy in relation to the

facts or applicable law for denial of a claim or for the offer of a compromise settlement.
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AND

31 Pa. Code § 146.4(a)
An insurer or agent may not fail to fully disclose to first-party claimants pertinent benefits,
coverages or other provisions of an insurance policy or insurance contract under which a claim is

presented.
AND

31 Pa. Code § 146.4(b)
An insurer or agent may not fail to fully disclose to first-party claimants benefits, coverages or
other provisions of an insurance policy or insurance contract when the benefits, coverages or other

provisions are pertinent to a claim.
AND

31 Pa. Code § 146.7(a)(1)

Within 15 working days after receipt by the insurer of properly executed proofs of loss, the first-
party claimant shall be advised of the acceptance or denial of the claim by the insurer. An insurer
may not deny a claim on the grounds of a specific policy provision, condition, or exclusion unless
reference to the provision, condition, or exclusion is included in the denial. The Company failed
to provide a reasonable explanation that clearly outlined the reason for denial and failed to fully

disclose the specific provisions related to the denial of the claims.

1 Violation — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain a complete claim file for the noted claim.
Autism Partially Paid Claims

Examiners requested a list of all ASD claims partially paid during the experience period. The

Company identified a universe of 1,668 partially paid ASD claims. A random sample of 25 claims
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was requested. In accordance with the requirements of the Examination, the files were reviewed.

The following violations were noted:

10 Violations — 40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R. §
146.136(c)(4)(i)

Licensed insurers are required to provide MH/SUD benefits in parity with medical/surgical
benefits. For NQTLs, this means that a licensed insurer may not apply any NQTL in any
classification unless the processes, strategies, evidentiary standards, or other factors used in
applying that limitation to MH/SUD benefits within that classification are comparable to, and are
applied no more stringently than, the processes, strategies, evidentiary standards or other factors
used in applying the limitation to medical/surgical benefits in the classification. The Company
imposed an NQTL with respect to autism benefits in the Outpatient benefits classifications.
Specifically, the Company limited the scope and duration of treatment for the members listed by
denying benefits for various services for the indicated procedure codes. The Company did not
demonstrate, as written and in operation, that the processes, strategies, evidentiary standards, or
other factors used in applying the denials to the specified autism services, were applied comparably
and no more stringently than, the processes, strategies, evidentiary standards, or other factors used

in applying the limitation with respect to medical/surgical benefits in the classification.

2 Violations — 40 P.S. § 991.2166(a) & 31 Pa. Code § 154.18(a)

Licensed insurers and managed care plans shall pay clean claims and the uncontested portions of a
contested claim submitted by a health care provider for services provided within 45 days of receipt
of the claim from the health care provider. The Company failed to pay the noted clean claims within

45 days of receipt.

2 Violations — 40 P.S. § 991.2166(b) & 31 Pa. Code § 154.18(c)
If a licensed insurer or a managed care plan fails to remit payment as required, interest at 10% per

annum shall be added to the amount owed on the clean claim, and interest shall be calculated
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beginning the day after the required payment date and ending on the date the claim is paid. The

Company failed to pay the noted clean claims timely and interest of $2 or more remains unpaid.

15 Violations — 40 P.S. § 1171.5(a)(1)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND
40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices:

Misrepresenting pertinent facts or policy or contract provisions relating to coverages at issue.
AND

31 Pa. Code § 146.4(a)
An insurer or agent may not fail to fully disclose to first-party claimants pertinent benefits,
coverages or other provisions of an insurance policy or insurance contract under which a claim is

presented.
AND

31 Pa. Code § 146.4(b)

An insurer or agent may not fail to fully disclose to first-party claimants' benefits, coverages or
other provisions of an insurance policy or insurance contract when the benefits, coverages or other
provisions are pertinent to a claim. The Company failed to process the noted claims according to

the plan SOBs and issued member EOBs and provider remittance advice that misrepresented the
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benefits of the member’s policy. Additionally, the Company failed to notify members of their ABA

cost sharing amounts on SOBs.

4 Violations — 40 P.S. § 1171.5(a)(1)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND

40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means, misrepresenting pertinent facts or policy or contract provisions, if committed or
performed with such frequency as to indicate a business practice shall constitute unfair claim

settlement or compromise practices.
AND

42 U.S.C. §§ 300gg-6(b) & 18022(c)(1), and 45 C.F.R. § 156.130
The annual limitation on cost sharing shall not exceed the dollar amounts as defined in federal law
and regulation for self-only and family coverage. The Company failed to comply with the annual

limitation on cost sharing; MOOP limits were exceeded for the noted members.

7 Violations — 40 P.S. § 1171.5(a)(10)(vi)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Not attempting
in good faith to effectuate prompt, fair and equitable settlements of claims in which the company’s
liability under the policy has become reasonably clear. The Company improperly denied the claims
noted when the Company’s liability under the policy was reasonably clear. Additionally, some of
the denied claims were later reprocessed and paid but in some cases they were paid incorrectly per

member SOBs, resulting in failure to effectuate fair and equitable settlements of the claims.
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3 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claims in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.

1 Violation - 31 Pa. Code § 146.7(a)(1)

Within 15 working days after receipt by the insurer of properly executed proofs of loss, the first-
party claimant shall be advised of the acceptance or denial of the claim by the insurer. An insurer
may not deny a claim on the grounds of a specific policy provision, condition, or exclusion unless
reference to the provision, condition, or exclusion is included in the denial. The denial
documentation did not reference the provision, condition or exclusion which contained the grounds

for the denial.

E. Emergency Services Claims

Examiners requested lists of all emergency services claims paid, denied, and partially paid during
the experience period. In accordance with the requirements of the examination, emergency services
claim files were reviewed to ensure compliance with applicable state and federal laws and
regulations, including 40 P.S. §§ 991.2116, 991.2166, 1171.5, and 3042; 31 Pa. Code Ch. 146 and
154; 42 U.S.C. §§ 300gg-6 and 18022; and 45 C.F.R. §§ 147.138 and 147.150. Examiners found

violations in all three sections.
Emergency Services Paid Claims

Examiners requested a list of all emergency services claims paid during the experience period. The
Company identified a universe of 278,259 paid emergency services claims. A random sample of
25 claim files was requested. In accordance with the requirements of the Examination, the files

were reviewed. The following violations were noted:

6 Violations — 31 Pa. Code § 146.3
The claim files of the insurer shall be subject to examination by the Commissioner or by his

appointed designees. The files shall contain notes and work papers pertaining to the claim in the
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detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
Emergency Services Denied Claims

Examiners requested a list of all emergency services claims denied during the experience period.
The Company identified a universe of 42,799 denied emergency services claims. A random sample
of 25 claim files was requested. In accordance with the requirements of the examination, the files

were reviewed. The following violations were noted:

8 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
Emergency Services Partially Paid Claims

Examiners requested lists of all emergency services claims partially paid during the experience
period. The Company identified a universe of 163,835 partially paid emergency services claims.
A random sample of 25 claim files was requested. In accordance with the requirements of the

examination, the files were reviewed. The following violations were noted:

8 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.

F. Emergency Ambulance Claims

Examiners requested lists of all emergency ambulance claims paid, denied, and partially paid during
the experience period. In accordance with the requirements of the Examination, emergency
ambulance claim files were reviewed to ensure compliance applicable state and federal laws and

regulations, including 40 P.S. §§ 991.2116, 991.2166, 1171.5, and 3042; 31 Pa. Code Ch. 146 and
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154; 42 U.S.C. §§ 300gg-6 and 18022; and 45 C.F.R. §§ 147.138 and 147.150. Examiners noted

no violations in any of the sections.
Emergency Ambulance Paid Claims

Examiners requested a list of all emergency ambulance claims paid during the experience period.
The Company identified a universe of 8,405 paid emergency ambulance claims. A random sample
of 25 claim files was requested. In accordance with the requirements of the Examination, the files

were reviewed. No violations were noted.
Emergency Ambulance Denied Claims

Examiners requested a list of all emergency ambulance claims denied during the experience period.
The Company identified a universe of 1,719 denied emergency ambulance claims. A random
sample of 25 claim files was requested. In accordance with the requirements of the Examination,

the files were reviewed. No violations were noted.
Emergency Ambulance Partially Paid Claims

Examiners requested a list of all emergency ambulance claims partially paid during the experience
period. The Company identified a universe of 1,755 partially paid emergency ambulance claims.
A random sample of 25 claim files was requested. In accordance with the requirements of the

Examination, the files were reviewed. No violations were noted.

G. Substance Use Disorder Claims

Examiners requested lists of all substance use disorder (SUD) claims paid, denied, and partially
paid during the experience period. In accordance with the requirements of the Examination, SUD
claim files were reviewed to ensure compliance with applicable state and federal laws and
regulations, including 18 Pa. C.S. § 4117(k)(1), 40 P.S. §§ 908-1 et seq., 908-11 et seq., 991.2166,
and 1171.5; 31 Pa. Code Ch. 146 and 154; 42 U.S.C. § 300gg-6, 300gg-13, and 18022; and 45
C.F.R. §§ 146.136, 147.150, and 156.125. Examiners noted violations in all three sections.
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Substance Use Disorder Paid Claims

Examiners requested a list of all SUD claims paid during the experience period. The Company
identified a universe of 167,943 paid SUD claims. A random sample of 25 claims was requested.
In accordance with the requirements of the Examination, the files were reviewed. The following

violations were noted:

3 Violations — 40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R. §
146.136(c)(4)(i)

Licensed insurers are required to provide MH/SUD benefits in parity with medical/surgical
benefits. For NQTLs, this means that a licensed insurer may not apply any NQTL in any
classification unless the processes, strategies, evidentiary standards, or other factors used in
applying that limitation to MH/SUD benefits within that classification are comparable to, and are
applied no more stringently than, the processes, strategies, evidentiary standards or other factors
used in applying the limitation to medical/surgical benefits in the classification. The Company
imposed NQTLs with respect to SUD benefits in the Inpatient benefit classification. Specifically,
the Company limited the scope and duration of treatment for the members listed by requiring prior
authorization and concurrent review and by excluding services. The Company did not
demonstrate, as written and in operation, that the processes, strategies, evidentiary standards, or
other factors used in applying these limitations, requirements and criteria to the specified SUD
services, were applied comparably and no more stringently than, the processes, strategies,
evidentiary standards, or other factors used in applying the limitations with respect to

medical/surgical benefits in the classification.

4 Violations — 40 P.S. § 991.2166(a) & 31 Pa. Code § 154.18(a)

Licensed insurers and managed care plans shall pay clean claims and the uncontested portions of a
contested claim submitted by a health care provider for services provided within 45 days of receipt
of the claim from the health care provider. The Company failed to pay the noted clean claims within

45 days of receipt.

4 Violations — 40 P.S. § 991.2166(b) & 31 Pa. Code § 154.18(¢c)

If a licensed insurer or a managed care plan fails to remit payment as required, interest at 10% per

annum shall be added to the amount owed on the clean claim, interest shall be calculated beginning
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the day after the required payment date and ending on the date the claim is paid. The Company

failed to pay the noted claims timely and interest of $2 or more remains unpaid.

1 Violation — 40 P.S. § 1171.5(a)(1)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND

40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices:

Misrepresenting pertinent facts or policy or contract provisions.
AND

42 U.S.C. §§ 300gg-6(b) & 18022(c)(1), and 45 C.F.R. § 156.130
The annual limitation on cost sharing shall not exceed the dollar amounts as defined in federal law
and regulation for self-only and family coverage. The Company failed to attribute all out-of-

pocket costs to the enrollee’s out-of-pocket maximum in the noted claim files.

4 Violations — 40 P.S. § 1171.5(a)(10)(vi)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Not attempting
in good faith to effectuate prompt, fair and equitable settlements of claims in which the company's
liability under the policy has become reasonably clear. The Company failed to accurately settle

the noted claims in a prompt and equitable manner.
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14 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
Substance Use Disorder Denied Claims

Examiners requested a list of all SUD claims denied during the experience period. The Company
identified a universe of 33,225 claims. A random sample of 25 claims was requested. In accordance
with the requirements of the Examination, the files were reviewed. The following violations and

concern were noted:

1 Violation — 40 P.S. §§ 908-1 et seq.

Licensed insurers are required to provide coverage for benefits for alcohol or other drug abuse and
dependency. The certification and referral from the licensed physician controls both the nature
and duration of the treatment. The Company failed to provide coverage for SUD benefits by

denying the noted claim.

12 Violations — 40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R. §
146.136(c)(4)(i)

Licensed insurers are required to provide MH/SUD benefits in parity with medical/surgical
benefits. For NQTLs, this means that a licensed insurer may not apply any NQTL in any
classification unless the processes, strategies, evidentiary standards, or other factors used in
applying that limitation to MH/SUD benefits within that classification are comparable to, and are
applied no more stringently than, the processes, strategies, evidentiary standards or other factors
used in applying the limitation to medical/surgical benefits in the classification. The Company
imposed NQTLs with respect to SUD benefits in multiple benefit classifications. Specifically, the
Company limited the scope and duration of treatment for the noted members or claims by requiring
additional claims processing steps and denying claims, by requiring prior authorization and
retrospective reviews, and by excluding billable services. The Company did not demonstrate, as
written and in operation, that the processes, strategies, evidentiary standards, or other factors used

in applying these limitations, requirements and criteria to the specified SUD services, were applied
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comparably and no more stringently than, the processes, strategies, evidentiary standards, or other
factors used in applying the limitations with respect to medical/surgical benefits in the

classification.

3 Violations — 40 P.S. § 991.2166(a) & 31 Pa. Code § 154.18(a)

Licensed insurers and managed care plans shall pay clean claims and the uncontested portions of a
contested claim submitted by a health care provider for services provided within 45 days of receipt
of the claim from the health care provider. The Company failed to pay the noted clean claims within

45 days of receipt.

3 Violations — 40 P.S. § 991.2166(b) & 31 Pa. Code § 154.18(c)

If a licensed insurer or a managed care plan fails to remit payment as required, interest at 10% per
annum shall be added to the amount owed on the clean claim, interest shall be calculated beginning
the day after the required payment date and ending on the date the claim is paid. The Company

failed to pay the noted clean claims timely and interest of $2 or more remains unpaid.

1 Violation — 40 P.S. § 1171.5(a)(1)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND

40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices:

Misrepresenting pertinent facts or policy or contract provisions.

AND
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42 U.S.C. §§ 300gg-6(b) & 18022(c)(1), and 45 C.F.R. § 156.130

The annual limitation on cost sharing shall not exceed the dollar amounts as defined in federal law
and regulation for self-only and family coverage. The Company failed to accurately track the
enrollee’s out-of-pocket costs in the noted claim file, resulting in the member exceeding her

MOQRP limit.

7 Violations — 40 P.S. § 1171.5(a)(10)(vi)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Not attempting
in good faith to effectuate prompt, fair and equitable settlements of claims in which the company’s
liability under the policy has become reasonably clear. The Company improperly denied the noted
claims when the Company’s liability under the policy was clear, or in some cases, claims were
paid and processed incorrectly, resulting in failure to effectuate prompt, fair and equitable

settlements of the claims.

2 Violations - 40 P.S. § 1171.5(a)(10)(xiv)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Failing to
promptly provide a reasonable explanation of the basis in the insurance policy in relation to the
facts or applicable law for denial of a claim or for the offer of a compromise settlement. The
Company failed to provide a reasonable explanation that clearly outlined the reason for denials in

the noted claims.

5 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
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1 Violation — 45 C.F.R. § 147.136, incorporating 29 C.F.R. § 2560.503-1

In accordance with 29 C.F.R. §§ 2560.503-1(g), plans shall provide claimants with written or
electronic notification of any adverse benefit determination. The notification shall set forth, in a
manner calculated to be understood by the claimant — (i) The specific reason or reasons for the
adverse determination; (ii) Reference to the specific plan provisions on which the determination is
based; (ii1) A description of any additional material or information necessary for the claimant to
perfect the claim and an explanation of why such material or information is necessary; (iv) A
description of the plan's review procedures and the time limits applicable to such procedures. The
Company failed to provide the claimant with notification of an adverse benefit determination that
includes a description of the plan’s review procedures and the time limits applicable to such

procedures.

Concern: 29 C.F.R. §2560.503-1(g) requires that plan notifications of adverse benefit
determinations include the specific reason or reasons for the adverse determination. The
Company’s notification of denied SUD services included a narrative of improved member
behaviors that were the basis of the Company’s determination to deny services; however, the
notifications did not specifically identify the Company’s evaluative standards for the behavior
described in the narratives. As a result, the specific reason or reasons for the denial were not fully
explained to the member and provider who were attempting to determine whether further appeal

was warranted.
Substance Use Disorder Partially Paid Claims

Examiners requested a list of all SUD claims partially paid received during the experience period.
The Company identified a universe of 100,938 partially paid substance use disorder claims. A
random sample of 25 claims was requested. In accordance with the requirements of the

Examination, the files were reviewed. The following violations were noted:

2 Violations — 40 P.S. §§ 908-1 et seq.

Licensed insurers are required to provide coverage for benefits for alcohol or other drug abuse and
dependency. The certification and referral from the licensed physician controls both the nature and
duration of the treatment. The Company failed to provide coverage for SUD benefits by denying

the noted claims.
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6 Violations — 40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R. §
146.136(c)(4)(i)

Licensed insurers are required to provide MH/SUD benefits in parity with medical/surgical
benefits. For NQTLs, this means that a licensed insurer may not apply any NQTL in any
classification unless the processes, strategies, evidentiary standards, or other factors used in
applying that limitation to MH/SUD benefits within that classification are comparable to, and are
applied no more stringently than, the processes, strategies, evidentiary standards or other factors
used in applying the limitation to medical/surgical benefits in the classification. The Company
imposed NQTLs with respect to SUD benefits in multiple benefit classifications. Specifically, the
Company limited the scope and duration of treatment for the noted members or claims by requiring
retrospective reviews and by excluding services. The Company did not demonstrate, as written
and in operation, that the processes, strategies, evidentiary standards, or other factors used in
applying these limitations, requirements and criteria to the specified SUD services, were applied
comparably and no more stringently than, the processes, strategies, evidentiary standards, or other
factors used in applying the limitations with respect to medical/surgical benefits in the

classification.

2 Violations — 40 P.S. § 991.2166(a) & 31 Pa. Code § 154.18(a)

Licensed insurers and managed care plans shall pay clean claims and the uncontested portions of a
contested claim submitted by a health care provider for services provided within 45 days of receipt
of the claim from the health care provider. The Company failed to pay the noted clean claims within

45 days of receipt.

2 Violations — 40 P.S. § 991.2166(b) & 31 Pa. Code § 154.18(c)

If a licensed insurer or a managed care plan fails to remit payment as required, interest at 10% per
annum shall be added to the amount owed on the clean claim, interest shall be calculated beginning
the day after the required payment date and ending on the date the claim is paid. The Company

failed to pay the noted clean claims timely and interest of $2 or more remains unpaid.

1 Violation — 40 P.S. § 1171.5(a)(1)(i)
“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of

insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
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statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND

40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices:
Misrepresenting pertinent facts or policy or contract provisions relating to coverages at issue. The
Company failed to appropriately track deductible expenses resulting in the member going over the

established deductible threshold.

3 Violations — 40 P.S. § 1171.5(a)(1)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND

40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices:
Misrepresenting pertinent facts or policy or contract provisions. The Company failed to process
the noted claims according to the plan Schedule of Benefits (SOB) and issued member EOB and

provider remittance advice that misrepresented the benefits of the members’ policy.

1 Violation — 40 P.S. § 1171.5(a)(10)(vi)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Not attempting

in good faith to effectuate prompt, fair and equitable settlements of claims in which the company’s
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liability under the policy has become reasonably clear. The Company failed to pay the out-of-
network (OON) claim according to the OON benefit in the Certificate of Coverage (COC) and SOB.

4 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.

H. Mental Health Claims

Examiners requested lists of all mental health claims paid, denied, and partially paid during the
experience period. In accordance with the requirements of the examination, mental health claim
files were reviewed to ensure compliance with state and federal laws and regulations, including 40
P.S. §§ 908-11 et seq., 991.2166, and 1171.5; 31 Pa. Code Ch. 146 and 154; 42 U.S.C. §§ 300gg-
6, 300gg-13, and 18022; and 45 C.F.R. §§ 146.136, 147.150, and 156.125. Examiners found

violations in all three sections.
Mental Health Paid Claims

Examiners requested a list of all mental health claims paid during the experience period. The
Company identified a universe of 70,343 paid mental health claims. A random sample of 25 claim

files was requested. The following violations were noted:

1 Violation — 40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R. §
146.136(c)(4)(i)

Licensed insurers are required to provide MH/SUD benefits in parity with medical/surgical
benefits. For NQTLs, this means that a licensed insurer may not apply any NQTL in any
classification unless the processes, strategies, evidentiary standards, or other factors used in
applying that limitation to MH/SUD benefits within that classification are comparable to, and are
applied no more stringently than, the processes, strategies, evidentiary standards, or other factors
used in applying the limitation to medical/surgical benefits in the classification. The Company
imposed NQTLs with respect to mental health benefits in the Inpatient benefit classification.

Specifically, the Company limited the scope and duration of treatment for the members listed by
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requiring concurrent review on a frequent basis. The Company did not demonstrate, as written
and in operation, that the processes, strategies, evidentiary standards, or other factors used in
applying these requirements and criteria to the specified mental health services, were applied
comparably and no more stringently than, the processes, strategies, evidentiary standards, or other
factors used in applying the limitations with respect to medical/surgical benefits in the

classification.

1 Violation — 40 P.S. § 1171.5(a)(1)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND

40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices:

Misrepresenting pertinent facts or policy or contract provisions relating to coverages at issue.
AND

42 U.S.C. §§ 300gg-6(b) & 18022(c)(1), and 45 C.F.R. § 156.130
The annual limitation on cost sharing shall not exceed the dollar amounts as defined in federal law
and regulation for self-only and family coverage. The Company failed to accurately track members’

out-of-pockets costs, resulting in members exceeding the maximum-out-of-pocket (MOOP) limits.

25 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
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Mental Health Denied Claims

Examiners requested a list of all mental health claims denied during the experience period. The
Company identified a universe of 12,400 claims. A random sample of 25 claim files was requested.
In accordance with the requirements of the Examination, the files were reviewed. The following

violations were noted:

1 Violation — 40 P.S. § 764g(c)(1)
Coverage is required for serious mental illness and must meet the minimum standards described in
law, including at least 30 inpatient and 60 outpatient days annually. The Company failed to provide

coverage for serious mental illness as required by law in the noted claim file.

1 Violation — 40 P.S. § 991.2116(a)

If an enrollee seeks emergency services and the emergency health care provider determines that
emergency services are necessary, the emergency health care provider shall initiate necessary
intervention to evaluate and, if necessary, stabilize the condition of the enrollee without seeking or
receiving authorization from the managed care plan. The managed care plan shall pay all
reasonably necessary costs associated with emergency services provided during the period of
emergency, subject to all copayments, coinsurances or deductibles. When processing a
reimbursement claim for emergency services, a managed care plan shall consider both the
presenting symptoms and the services provided. The emergency health care provider shall notify
the enrollee's managed care plan of the provision of emergency services and the condition of the
enrollee. If an enrollee's condition has stabilized and the enrollee can be transported without
suffering detrimental consequences or aggravating the enrollee's condition, the enrollee may be

relocated to another facility to receive continued care and treatment as necessary.
AND

40 P.S. § 991.3042

If an enrollee seeks emergency services and the emergency health care provider determines that
emergency services are necessary, the emergency health care provider shall initiate necessary
intervention to evaluate and, if necessary, stabilize the condition of the enrollee without seeking or

receiving authorization from the managed care plan or insurer. The managed care plan or insurer
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shall pay all reasonably necessary costs associated with the emergency services provided during the
period of the emergency. When processing a reimbursement claim for emergency services, both
the presenting symptoms and the services provided shall be considered. The Company failed to
pay all reasonably necessary costs associated with the emergency services provided during the

period of the emergency in the noted claim file.

1 Violation — 40 P.S. § 991.2166(a) & 31 Pa. Code § 154.18(a)

Licensed insurers and managed care plans shall pay clean claims and the uncontested portions of a
contested claim submitted by a health care provider for services provided within 45 days of receipt
of the claim from the health care provider. The Company failed to pay the noted clean claim within

45 days of receipt.

1 Violation — 40 P.S. § 991.2166(b) & 31 Pa. Code § 154.18(c)

If a licensed insurer or a managed care plan fails to remit payment as required, interest at 10% per
annum shall be added to the amount owed on the clean claim, interest shall be calculated beginning
the day after the required payment date and ending on the date the claim is paid. The Company

failed to pay the noted claim timely and interest of $2 or more remains unpaid.

1 Violation — 40 P.S. § 1171.5(a)(10)(vi)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means: Any of the following acts if committed or performed with such frequency as to
indicate a business practice shall constitute unfair claim settlement or compromise practices. Not
attempting in good faith to effectuate prompt, fair and equitable settlements of claims in which the
company’s liability under the policy has become reasonably clear. The Company improperly

denied the noted claim when the Company’s liability under the policy was reasonably clear.

1 Violation — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain a complete claim file for the noted claims.

Mental Health Partially Paid Claims
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Examiners requested a list of all mental health claims partially paid during the experience period.
The Company identified a universe of 2,614 mental and behavioral health claims partially paid. A
random sample of 25 claim files was requested. In accordance with the requirements of the

Examination, the files were reviewed. No violations were noted.

I. HIV/AIDS Claims

Examiners requested lists of all HIV/AIDS claims paid, denied, and partially paid during the
experience period. In accordance with the requirements of the examination, HIV/AIDS claim files
were reviewed to ensure compliance with applicable state and federal regulations, including 40 P.S.
§§ 908-14,991.2166, and 1171.5; 31 Pa. Code Ch. 146 and 154; 42 U.S.C. §§ 300gg-6 and 18022;
and 45 C.F.R. §§ 147.150 and 156.125. Examiners found violations in one of the three sections.

HIV/AIDS Paid Claims

Examiners requested a list of all HIV/AIDs claims paid during the experience period. The Company
identified a universe of 324 paid HIV/AIDS claims. A random sample of 25 claim files was
requested. In accordance with the requirements of the Examination, the files were reviewed. The

following violations were noted:

1 Violation — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain a complete claim file for the noted claim.
HIV/AIDS Denied Claims

Examiners requested a list of all HIV/AIDS claims denied during the experience period. The
Company identified a universe of 39 denied HIV/AIDS claims. A random sample of 25 claim files
were requested. In accordance with the requirements of the Examination, the files were reviewed.

No violations were noted.

HIV/AIDS Partially Paid Claims
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Examiners requested a list of all HIV/AIDS claims partially paid during the experience period. The
Company identified a universe of 327 partially paid HIV/AIDS claims. A random sample of 25
claim files were requested. In accordance with the requirements of the Examination, the files were

reviewed. No violations were noted.

J. Opioid Addiction Treatment Claims

Examiners requested lists of all inpatient and outpatient opioid addiction treatment claims paid,
denied, and partially paid during the experience period. In accordance with the requirements of the
examination, opioid addiction treatment claim files were reviewed to ensure compliance with 40
P.S. §§ 908-1 et seq., 908-11 et seq., 991.2166,and 1171.5; 31 Pa. Code Ch. 146 and 154; 42 U.S.C.
§§ 300gg-26 and 18022; and 45 C.F.R §§ 146.136, 147.150, 147.160, and 156.125. Examiners

found violations in two of the three sections.
Opioid Addiction Paid Claims

Examiners requested a list of all inpatient and outpatient opioid addiction treatment claims paid
during the experience period. The Company identified a universe of 13,557 paid opioid claims. A
random sample of 25 claim files was requested. In accordance with the requirements of the

Examination, the files were reviewed. The following violations were noted:

4 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
Opioid Addiction Denied Claims

Examiners requested a list of all inpatient and outpatient opioid addiction treatment claims denied
during the experience period. The Company identified a universe of 9,704 opioid denied claims.
A random sample of 25 claim files was requested. In accordance with the requirements of the

examination, the files were reviewed. The following violations and concern were noted:

3 Violations — 40 P.S. § 477a
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Unfair discrimination between individuals of the same class in the amount of premiums or rates
charged for any policy of life, health and accident insurance, covered by this act, or in the benefits
payable thereon, or in any of the terms or conditions of such policy, or in any other manner

whatsoever, is prohibited.
AND

40 P.S. § 761
Discrimination between individuals of the same class in the amount of premiums or rates charged
for any policy of insurance covered by this act, or in the benefits payable thereon, or in any of the

terms or conditions of such policy, or in any other manner whatsoever, is prohibited.
AND

40 P.S. § 1171.5(a)(7)(ii)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means unfairly discriminating by making or permitting any unfair discrimination
between individuals of the same class and of essentially the same hazard in the amount of premium,
policy, fees or rates charged for any policy or contract of insurance or in the benefits payable
thereunder, or in any of the terms or conditions of such contract, or in any other manner whatever.
During the original experience period, Optum Behavioral Solutions was responsible for processing
claims for MH/SUD services submitted by MH/SUD providers, while the Company was
responsible for processing claims for medical/surgical services and MH/SUD services submitted
by medical providers. The policies and procedures provided by Optum Behavioral Solutions
displayed unfair discriminatory practices for covered benefits. The policy stated that Optum would
forward claims to the Company when Medical providers incorrectly submitted claims with medical
procedure codes to Optum; however, Optum would not forward claims to the Company when a
Medical provider submitted a claim to Optum with a MH/SUD diagnosis code or when a MH/SUD
provider submitted a claim with a procedure code that the Company determined to be a medical

surgical benefit.

2 Violations — 40 P.S. §§ 908-1 et seq.
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Licensed insurers are required to provide coverage for benefits for alcohol or other drug abuse and
dependency. The certification and referral from the licensed physician controls both the nature
and duration of the treatment. The Company failed to provide coverage for SUD benefits by

denying the noted claims.

3 Violations — 40 P.S. § 991.2166(a) & 31 Pa. Code § 154.18(a)

Licensed insurers and managed care plans shall pay clean claims and the uncontested portions of a
contested claim submitted by a health care provider for services provided within 45 days of receipt
of the claim from the health care provider. The Company failed to pay the noted clean claims within

45 days of receipt.

3 Violations — 40 P.S. § 991.2166(b) & 31 Pa. Code § 154.18(c)

If a licensed insurer or a managed care plan fails to remit payment as required, interest at 10% per
annum shall be added to the amount owed on the clean claim, interest shall be calculated beginning
the day after the required payment date and ending on the date the claim is paid. The Company

failed to pay the noted clean claims timely and interest of $2 or more remains unpaid.

3 Violations - 40 P.S. § 1171.5(a)(1)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND

40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Misrepresenting
pertinent facts or policy or contract provisions relating to coverages at issue. The EOB denial
language misrepresented policy provisions relating to coverage by stating no benefits were payable
for the benefit or that there was an “Invalid DX/PROC Combination” for services that should have

been covered.
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4 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
Opioid Addiction Partially Paid Claims

Examiners requested a list of all inpatient and outpatient opioid addiction treatment claims partially
paid claims during the experience period. The Company identified a universe of 9,928 opioid
partially paid claims. A random sample of 25 claim files was requested. In accordance with the

requirements of the examination, the files were reviewed. No violations were noted.

K. Pharmacy Claims

Examiners requested that the Company identify all mental health pharmacy claims paid or rejected
during the experience period. In accordance with the requirements of the examination, mental
health pharmacy claim files were reviewed to ensure compliance with applicable state and federal
regulations, including 40 P.S. §§ 908-1 et seq., 908-11 et seq., 991.2166, and 1171.5; 31 Pa. Code
Ch. 146 and 154; 42 U.S.C. §§ 300gg-6, 300gg-13, and 18022; and 45 C.F.R. §§ 146.136, 147.150,

and 156.125. Examiners found a violation in one of the two sections.
Mental Health Paid Pharmacy Claims

Examiners requested a list of all mental health pharmacy claims paid during the experience period.
The Company identified a universe 30,189 paid mental health pharmacy claims. A random sample
of 50 claims was requested. In accordance with the requirements of the examination, the files were

reviewed. No violations were noted.
Mental Health Rejected Pharmacy Claims

Examiners requested a list of all mental health pharmacy claims rejected during the experience
period. The Company identified a universe of 8,198 mental health pharmacy claims rejected during
the experience period. A random sample of 108 rejected claims was requested. In accordance with

the requirements of the Examination, the files were reviewed. The following violation was noted:
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1 Violation - 40 P.S. § 1171.5(a)(10)(iv)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Refusing to pay
claims without conducting a reasonable investigation based upon all available information. The
Company denied the noted claim without conducting a reasonable investigation based on all

available information.
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XVI. MEDICAL CLAIMS REVIEW — NEW EXPERIENCE PERIOD

Examiners requested a list of all medical and pharmacy claims paid, denied, and partially paid
during the original experience period of January 1, 2017 through March 31, 2018. The Company
identified a universe of 1,302,211 medical claims. A random sample of claim files was requested,

received, and reviewed for the following types of claims:

Medical Claims

Mammogram Claims

Medical Foods Claims

Autism Claims

Emergency Services Claims
Ambulance Claims

Substance Use Disorder Claims

. Mental and Behavioral Health Claims
HIV/AIDS Claims

Opioid Addiction Claims

S S EZommUOw e

In accordance with the requirements of the examination, all claim files were reviewed to ensure
compliance with applicable state and federal laws and regulations, including applicable standards
found in 40 P.S. §§ 991.2166 and 1171.5; 31 Pa. Code Ch. 146 and 154; 42 U.S.C. §§ 300gg-6,
300gg-13, and 18022; and 45 C.F.R. §§ 147.130, 147.150, and 156.110.

The following general concerns were noted in numerous sections of the new experience period

claims:

Concern: The Company failed to acknowledge paper claims within 10 days of claim notification
as required by 31 Pa. Code § 146.5(a); failed to issue timely notification to claimants of acceptance
or denial of claims as required by 40 P.S. § 1171.5(a)(10)(v) and 31 Pa. Code § 146.7(a)(1); and
failed to issue status letters consistent with 31 Pa. Code §§ 146.6 and 146.7(c)(1). The Department
expects the Company to establish processes to ensure that all claims handling requirements of 31

Pa. Code Ch. 146 are fulfilled.
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Concern: For members who opt to stay with paper EOBs rather than electing to access the
electronic portal for EOBs, the Company does not mail EOBs when the member has a copay or
when the claim is denied with no member liability. While such members can request that claim
history reports be mailed to them, the Company required members to complete a Protected Health
Information (PHI) request form to receive claim history reports if the member requests more than
five claim history reports. The Department notes that EOBs or other communications that provide
the notifications required in 31 Pa. Code Ch. 146, are critical consumer protection tools which
allow consumers to plan for their health care needs and assist in preventing fraud, waste, and
abuse. Further, both noted processes made it more difficult for members to be apprised of their
maximum-out-of-pocket (MOOP) amounts. The Department expects that when members have
out-of-pocket expenses, the Company has a mechanism in place to highlight MOOP amounts for
members more frequently. The Department appreciates that the Company is working to convert

the existing process requiring insureds to complete a PHI form for requesting five or more EOBs.

A. Medical Claims

Examiners requested lists of all medical claims paid, denied, and partially paid during the
experience period. In accordance with the requirements of the examination, medical claim files
were reviewed to ensure compliance with applicable state and federal laws and regulations.

Examiners found violations in one of the three sections.
Medical Paid Claims

Examiners requested a list of all medical claims paid during the experience period. The Company
identified a universe of 883,342 paid medical claims. A random sample of 10 claim files was
requested. In accordance with the requirements of the Examination, the files were reviewed. The

following violations were noted:

4 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
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Medical Denied Claims

Examiners requested a list of all medical claims denied during the experience period. The Company
identified a universe of 59,476 denied medical claims. A random sample of 10 claim files was
requested. In accordance with the requirements of the Examination, the files were reviewed. No

violations were noted.
Medical Partially Paid Claims

Examiners requested a list of all medical claims partially paid during the experience period. The
Company identified a universe of 126,690 partially paid medical claims. A random sample of 10
claim files was requested. In accordance with the requirements of the Examination, the files were

reviewed. No violations were noted.

B. Mammogram Claims

Examiners requested lists of all mammogram claims paid, denied, and partially paid during the
experience period. In accordance with the requirements of the Examination, mammogram claim
files were reviewed to ensure compliance with applicable state and federal laws and regulations,
including 40 P.S. §§ 764c¢, 991.2166, and 1171.5; 31 Pa. Code Ch. 146 and 154; 18 Pa. C.S. § 4117,
42 U.S.C. §§ 300gg-6, 300gg-13, and 18022; and 45 C.F.R. §§ 147.130 and 147.150. Examiners

found no violations in the three sections.
Mammogram Paid Claims

Examiners requested a list of all mammogram claims paid during the experience period. The
Company identified a universe of 27,088 paid mammogram claims. A random sample of 10 claim
files was requested. In accordance with the requirements of the Examination, the files were

reviewed. No violations were noted.
Mammogram Denied Claims

Examiners requested a list of all mammogram claims denied during the experience period. The

Company identified a universe of 424 denied mammogram claims. A random sample of 10 claim
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files was requested. In accordance with the requirements of the Examination, the files were

reviewed. No violations were noted.
Mammogram Partially Paid Claims

Examiners requested a list of all mammogram claims partially paid during the experience period.
The Company identified a universe of 649 partially paid mammogram claims. A random sample
of 10 claim files was requested. In accordance with the requirements of the Examination, the files

were reviewed. No violations were noted.

C. Medical Foods Claims

Examiners requested lists of all medical foods claims paid, denied, and partially paid during the
experience period. In accordance with the requirements of the examination, medical foods claim
files were reviewed to ensure compliance with applicable state and federal laws and regulations,
including 40 P.S. §§ 991.2166, 1171.5, and 3901 et seq.; 31 Pa. Code Ch. 146 and 154; 42 U.S.C.
§§ 300gg-6, 300gg-13, and 18022; and 45 C.F.R. § 147.150. Examiners found no violations in the

three sections.
Medical Foods Paid Claims

Examiners requested a list of medical foods claims paid during the experience period. The
Company identified a universe of 632 paid medical foods claims. A random sample of 10 claim
files was requested. In accordance with the requirements of the Examination, the files were

reviewed. No violations were noted.
Medical Foods Denied Claims

Examiners requested a list of medical foods claims denied during the experience period. The
Company identified a universe of 73 denied medical foods claims. A random sample of 10 claim
files was requested. In accordance with the requirements of the Examination, the files were

reviewed. No violations were noted.
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Medical Foods Partially Paid Claims

Examiners requested a list of medical foods claims that were partially paid during the experience
period. The Company identified a universe of 84 partially paid medical foods claims. A random
sample of 10 claim files was requested. In accordance with the requirements of the Examination,

the files were reviewed. No violations were noted.

D. Autism Claims

Examiners requested lists of all autism spectrum disorder (ASD) claims paid, denied, and partially
paid during the experience period. In accordance with the requirements of the examination, ASD
claim files were reviewed to ensure compliance with applicable state and federal laws and
regulations, including 40 P.S. §§ 764h, 908-11 et seq., 991.2166, and 1171.5; 31 Pa. Code Ch. 146
and 154; 42 U.S.C. §§ 300gg-6, 300gg-13, 300gg-26, and 18022; 29 C.F.R. § 2560.503-1(g); and
45 C.F.R. §§ 146.136, 147.150, 147.160, and 156.110. Examiners found violations in all three

sections.
Autism Paid Claims

Examiners requested a list of all ASD claims paid during the experience period. The Company
identified a universe of 1,600 paid ASD claims. A random sample of 10 claim files was requested.
In accordance with the requirements of the Examination, the files were reviewed. The following

violations were noted:

4 Violations — 40 P.S. § 1171.5(a)(10)(i)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means making, publishing, issuing or circulating any estimate, illustration, circular,
statement, sales presentation, omission comparison which misrepresents the benefits, advantages,

conditions or terms of any insurance policy.
AND

40 P.S. § 1171.5(a)(10)(i)
“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of

insurance means the following act if committed or performed with such frequency as to indicate a
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business practice shall constitute unfair claim settlement or compromise practices: Misrepresenting

pertinent facts or policy or contract provisions.
AND

42 U.S.C. §§ 300gg-6(b) & 18022(c)(1), and 45 C.F.R. § 156.130
The annual limitation on cost sharing shall not exceed the dollar amounts as defined in federal law
and regulation for self-only and family coverage. The Company failed to attribute out-of-pocket

costs to the enrollee’s out-of-pocket maximum in the noted claim files.

4 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
Autism Denied Claims

Examiners requested a list of all ASD claims that were denied during the experience period. The
Company identified a universe of 776 denied autism claims. A random sample of 10 denied claims
was requested. In accordance with the requirements of the examination, the files were reviewed.

The following violations were noted:

4 Violations - 40 P.S. § 1171.5(a)(10)(xiv)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Failing to
promptly provide a reasonable explanation of the basis in the insurance policy in relation to the

facts or applicable law for denial of a claim or for the offer of a compromise settlement.
AND

31 Pa. Code § 146.7(a)(1)
Within 15 working days after receipt by the insurer of properly executed proofs of loss, the first-

party claimant shall be advised of the acceptance or denial of the claim by the insurer. An insurer
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may not deny a claim on the grounds of a specific policy provision, condition, or exclusion unless
reference to the provision, condition, or exclusion is included in the denial. The Company failed to
provide relevant facts and/or include the grounds of a specific policy provision, condition, or

exclusion in written denial letters for the noted claims.

1 Violation — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain a complete claim file for the noted claim.
Autism Partially Paid Claims

Examiners requested a list of all ASD claims partially paid during the experience period. The
Company identified a universe of 241 partially paid ASD claims. A random sample of 10 claims
was requested. In accordance with the requirements of the Examination, the files were reviewed.

The following violations were noted:

2 Violations — 40 P.S. § 764h(a)
Coverage is required for individuals under 21 years of age for the diagnostic assessment and
treatment of ASD. The Company failed to provide required coverage for the ASD claims in the

noted claim files.

1 Violation — 40 P.S. §§ 908-11 et seq., 42 U.S.C. §§ 300gg-26 and 18022, and 45 C.F.R. §
146.136(c)(4)(i)

Licensed insurers are required to provide MH/SUD benefits in parity with medical/surgical
benefits. For NQTLs, this means that a licensed insurer may not apply any NQTL in any
classification unless the processes, strategies, evidentiary standards, or other factors used in
applying that limitation to MH/SUD benefits within that classification are comparable to, and are
applied no more stringently than, the processes, strategies, evidentiary standards, or other factors
used in applying the limitation to medical/surgical benefits in the classification. The Company
imposed a NQTL with respect to autism benefits in the Outpatient benefit classification.

Specifically, the Company limited the scope and duration of treatment for the member listed by
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requiring prior authorization. The Company did not demonstrate, as written and in operation, that
the processes, strategies, evidentiary standards, or other factors used in applying these
requirements and criteria to the specified autism services, were applied comparably and no more
stringently than, the processes, strategies, evidentiary standards, or other factors used in applying

the limitations with respect to medical/surgical benefits in the classification.

6 Violations - 40 P.S. § 1171.5(a)(10)(xiv)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Failing to
promptly provide a reasonable explanation of the basis in the insurance policy in relation to the

facts or applicable law for denial of a claim or for the offer of a compromise settlement.
AND

31 Pa. Code § 146.7(a)(1)

Within 15 working days after receipt by the insurer of properly executed proofs of loss, the first-
party claimant shall be advised of the acceptance or denial of the claim by the insurer. An insurer
may not deny a claim on the grounds of a specific policy provision, condition, or exclusion unless
reference to the provision, condition, or exclusion is included in the denial. The Company failed to
provide relevant facts and/or include the grounds of a specific policy provision, condition, or

exclusion in written denial letters for the noted claims.

E. Emergency Services Claims

Examiners requested lists of all emergency services claims paid, denied, and partially paid during
the experience period. In accordance with the requirements of the examination, emergency services
claim files were reviewed to ensure compliance with applicable state and federal laws and
regulations, including 40 P.S. §§ 991.2116, 991.2166, 1171.5, and 3042; 31 Pa. Code Ch. 146 and
154; 42 U.S.C. §§ 300gg-6 and 18022; and 45 C.F.R. §§ 147.138 and 147.150. Examiners found

violations in all three sections.
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Emergency Services Paid Claims

Examiners requested a list of all emergency services claims paid during the experience period. The
Company identified a universe of 119,513 paid emergency services claims. A random sample of
10 claim files was requested. In accordance with the requirements of the Examination, the files

were reviewed. The following violations were noted:

6 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
Emergency Services Denied Claims

Examiners requested a list of all emergency services claims denied during the experience period.
The Company identified a universe of 6,007 denied emergency services claims. A random sample
of 10 claim files was requested. In accordance with the requirements of the Examination, the files

were reviewed. The following violation was noted:

1 Violation — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain a complete claim file for the noted claim.
Emergency Services Partially Paid Claims

Examiners requested lists of all emergency services claims partially paid during the experience
period. The Company identified a universe of 15,944 partially paid emergency services claims. A
random sample of 10 claim files was requested. In accordance with the requirements of the

Examination, the files were reviewed. The following violations were noted:
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2 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.

F. Emergency Ambulance Claims

Examiners requested lists of all emergency ambulance claims paid, denied, and partially paid during
the experience period. In accordance with the requirements of the examination, emergency
ambulance claim files were reviewed to ensure compliance applicable state and federal laws and
regulations, including 40 P.S. §§ 991.2116, 991.2166, 1171.5, and 3042; 31 Pa. Code Ch. 146 and
154; 42 U.S.C. §§ 300gg-6 and 18022; and 45 C.F.R. §§ 147.138 and 147.150. Examiners noted

no violations in any of the sections.
Emergency Ambulance Paid Claims

Examiners requested a list of all emergency ambulance claims paid during the experience period.
The Company identified a universe of 3,728 paid emergency ambulance claims. A random sample
of 10 claim files was requested. In accordance with the requirements of the Examination, the files

were reviewed. No violations were noted.
Emergency Ambulance Denied Claims

Examiners requested a list of all emergency ambulance claims denied during the experience period.
The Company identified a universe of 359 denied emergency ambulance claims. A random sample
of 10 claim files was requested. In accordance with the requirements of the Examination, the files

were reviewed. No violations were noted.
Emergency Ambulance Partially Paid Claims

Examiners requested a list of all emergency ambulance claims partially paid during the experience
period. The Company identified a universe of 94 partially paid emergency ambulance claims. A
random sample of 10 claim files was requested. In accordance with the requirements of the

Examination, the files were reviewed. No violations were noted.
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G. Substance Use Disorder Claims

Examiners requested lists of all substance use disorder (SUD) claims paid, denied, and partially
paid during the experience period. In accordance with the requirements of the examination, SUD
claim files were reviewed to ensure compliance with applicable state and federal laws and
regulations, including 18 Pa. C.S. § 4117(k)(1), 40 P.S. §§ 908-1 et seq., 908-11 et seq., 991.2166,
and 1171.5; 31 Pa. Code Ch. 146 and 154; 42 U.S.C. § 300gg-6, 300gg-13, and 18022; and 45
C.FR. §§ 146.136, 147.150, and 156.125. Examiners noted no violations in any of the sections.

Substance Use Disorder Paid Claims

Examiners requested a list of all SUD claims paid during the experience period. The Company
identified a universe of 18,637 paid SUD claims. A random sample of 10 claims was requested.
In accordance with the requirements of the Examination, the files were reviewed. No violations

were noted.
Substance Use Disorder Denied Claims

Examiners requested a list of all SUD claims denied during the experience period. The Company
identified a universe of 1,947 claims. A random sample of 10 claims was requested. In accordance

with the requirements of the Examination, the files were reviewed. No violations were noted.
Substance Use Disorder Partially Paid Claims

Examiners requested a list of all SUD claims partially paid received during the experience period.
The Company identified a universe of 1,821 partially paid substance use disorder claims. A
random sample of 10 claims was requested. In accordance with the requirements of the

Examination, the files were reviewed. No violations were noted.

H. Mental Health Claims

Examiners requested lists of all mental health claims paid, denied, and partially paid during the
experience period. In accordance with the requirements of the Examination, mental health claim
files were reviewed to ensure compliance with state and federal laws and regulations, including 40

P.S. §§ 908-11 et seq., 991.2166, and 1171.5; 31 Pa. Code Ch. 146 and 154; 42 U.S.C. §§ 300gg-
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6, 300gg-13, and 18022; and 45 C.F.R. §§ 146.136, 147.150, and 156.125. Examiners found

violations in two of the three sections.
Mental Health Paid Claims

Examiners requested a list of all mental health claims paid during the experience period. The
Company identified a universe of 22,697 paid mental health claims. A random sample of 10 claim

files was requested. No violations were noted.
Mental Health Denied Claims

Examiners requested a list of all mental health claims denied during the experience period. The
Company identified a universe of 1,292 claims. A random sample of 10 claim files was requested.
In accordance with the requirements of the Examination, the files were reviewed. The following

violations were noted:

5 Violations - 40 P.S. § 1171.5(a)(10)(xiv)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Failing to
promptly provide a reasonable explanation of the basis in the insurance policy in relation to the

facts or applicable law for denial of a claim or for the offer of a compromise settlement.
AND

31 Pa. Code § 146.7(a)(1)

Within 15 working days after receipt by the insurer of properly executed proofs of loss, the first-
party claimant shall be advised of the acceptance or denial of the claim by the insurer. An insurer
may not deny a claim on the grounds of a specific policy provision, condition, or exclusion unless
reference to the provision, condition, or exclusion is included in the denial. The Company failed to
provide relevant facts and/or include the grounds of a specific policy provision, condition, or

exclusion in written denial letters for the noted claims.
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Mental Health Partially Paid Claims

Examiners requested a list of all mental health claims partially paid during the experience period.
The Company identified a universe of 642 mental and behavioral health claims partially paid. A
random sample of 10 claim files was requested. In accordance with the requirements of the

Examination, the files were reviewed. The following violations were noted:

7 Violations - 40 P.S. § 1171.5(a)(10)(xiv)

“Unfair methods of competition” and “unfair or deceptive acts or practices” in the business of
insurance means the following act if committed or performed with such frequency as to indicate a
business practice shall constitute unfair claim settlement or compromise practices: Failing to
promptly provide a reasonable explanation of the basis in the insurance policy in relation to the

facts or applicable law for denial of a claim or for the offer of a compromise settlement.
AND

31 Pa. Code § 146.7(a)(1)

Within 15 working days after receipt by the insurer of properly executed proofs of loss, the first-
party claimant shall be advised of the acceptance or denial of the claim by the insurer. An insurer
may not deny a claim on the grounds of a specific policy provision, condition, or exclusion unless
reference to the provision, condition, or exclusion is included in the denial. The Company failed to
provide relevant facts and/or include the grounds of a specific policy provision, condition, or

exclusion in written denial letters for the noted claims.

I. HIV/AIDS Claims

Examiners requested lists of all HIV/AIDS claims paid, denied, and partially paid during the
experience period. In accordance with the requirements of the Examination, HIV/AIDS claim files
were reviewed to ensure compliance with applicable state and federal regulations, including 40 P.S.
§§ 908-14,991.2166, and 1171.5; 31 Pa. Code Ch. 146 and 154; 42 U.S.C. §§ 300gg-6 and 18022;
and 45 C.F.R. § 147.150 and 156.125. Examiners found violations in one of three sections.
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HIV/AIDS Paid Claims

Examiners requested a list of all HIV/AIDs claims paid during the experience period. The Company
identified a universe of 285 paid HIV/AIDS claims. A random sample of 10 claim files was
requested. In accordance with the requirements of the Examination, the files were reviewed. The

following violations were noted:

2 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.
HIV/AIDS Denied Claims

Examiners requested a list of all HIV/AIDS claims denied during the experience period. The
Company identified a universe of zero (0) denied HIV/AIDS claims. Therefore, no denied

HIV/AIDS claims were reviewed.
HIV/AIDS Partially Paid Claims

Examiners requested a list of all HIV/AIDS claims partially paid during the experience period. The
Company identified a universe of six partially paid HIV/AIDS claims. All six claim files were
requested. In accordance with the requirements of the Examination, the files were reviewed. No

violations were noted.

J. Opioid Addiction Treatment Claims

Examiners requested lists of all inpatient and outpatient opioid addiction treatment claims paid,
denied, and partially paid during the experience period. In accordance with the requirements of the
Examination, opioid addiction treatment claim files were reviewed to ensure compliance with 40
P.S. §§ 908-1 et seq., 908-11 et seq., 991.2166,and 1171.5; 31 Pa. Code Ch. 146 and 154; 42 U.S.C.
§§ 300gg-26 and 18022; and 45 C.F.R §§ 146.136, 147.150, 147.160, and 156.125. Examiners

found violations in two of the three sections.
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Opioid Addiction Paid Claims

Examiners requested a list of all inpatient and outpatient opioid addiction treatment claims paid
during the experience period. The Company identified a universe of 5,325 paid opioid claims. A
random sample of 10 claim files was requested. In accordance with the requirements of the

Examination, the files were reviewed. No violations were noted.
Opioid Addiction Denied Claims

Examiners requested a list of all inpatient and outpatient opioid addiction treatment claims denied
during the experience period. The Company identified a universe of 1,463 opioid denied claims.
A random sample of 10 claim files was requested. In accordance with the requirements of the

Examination, the files were reviewed. The following violations were noted:

4 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.

4 Violations - 31 Pa. Code § 146.7(a)(1)

Within 15 working days after receipt by the insurer of properly executed proofs of loss, the first-
party claimant shall be advised of the acceptance or denial of the claim by the insurer. An insurer
may not deny a claim on the grounds of a specific policy provision, condition, or exclusion unless
reference to the provision, condition, or exclusion is included in the denial. The Company failed to
provide relevant facts and/or include the grounds of a specific policy provision, condition, or

exclusion in written denial letters for the noted claims.
Opioid Addiction Partially Paid Claims

Examiners requested a list of all inpatient and outpatient opioid addiction treatment claims partially

paid claims during the experience period. The Company identified a universe of 9,928 opioid
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partially paid claims. A random sample of 25 claim files was requested. In accordance with the

requirements of the Examination, the files were reviewed. No violations were noted.

2 Violations — 31 Pa. Code § 146.3

The claim files of the insurer shall be subject to examination by the Commissioner or by his
appointed designees. The files shall contain notes and work papers pertaining to the claim in the
detail that pertinent events and the dates of the events can be reconstructed. The Company failed

to maintain complete claim files for the noted claims.

XVIl. FORMULARY REVIEW

Examiners requested all pharmacy policies and procedures used during the experience period for
processing mental health/behavioral health, SUD, and HIV/AIDS claims. Examiners also requested
all formularies that covered the plans under review during the experience period. Documents
provided pursuant to examiner requests under this section were reviewed to ensure compliance with
applicable standards found in state and federal laws and regulations, including 40 P.S. §§ 477a, 761,
and 1171.5; 31 Pa. Code Ch. 146; 42 U.S.C. §§ 300gg-6 and 18022; 45 C.F.R. §§ 146.150, 147.150,
156.110, 156.122, 156.125, and 156.225, as well as those identified in each section.

A. Essential Health Benefit Drug Count Tool Results

Examiners requested documentation demonstrating Essential Health Benefit (EHB) Drug Count
Tool results for the experience period. The Company identified a universe of four documents. In
accordance with the requirements of the Examination, the documents were reviewed to ensure

compliance with applicable state and federal laws and regulations. No violations were noted.

B. Request for Exception Process

Examiners requested documentation demonstrating that the health plan had procedures in place to
allow an enrollee to request and gain access to clinically appropriate drugs not covered by the health
plan. The Company identified a universe of five documents and supplied six additional documents
in response to an examiner-issued information request. In accordance with the requirements of the
Examination, the documents were reviewed to ensure compliance with applicable state and federal

laws and regulations. The following violations were noted:
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1 Violation — 45 C.F.R. § 156.122(c)(1)(i)

For plan years beginning on or after January 1, 2016, a health plan must have a process for an
enrollee, the enrollee's designee, or the enrollee's prescribing physician (or other prescriber) to
request a standard review of a decision that a drug is not covered by the plan. The Company’s
Formulary Exception policy allows only the provider to initiate a standard exception request and
does not include a provision for the member or the member’s designee to initiate a standard

formulary exception request.

1 Violation — 45 C.F.R. § 156.122(¢c)(2)(i)

A health plan must have a process for an enrollee, the enrollee's designee, or the enrollee's
prescribing physician (or other prescriber) to request an expedited review based on exigent
circumstances. The Company’s Formulary Exception policy allows only the provider to initiate an
expedited formulary exception request and does not include a provision for the member or the

member’s designee to initiate an expedited formulary exception request.

C. Clinical Appropriateness Tool

Examiners requested documentation demonstrating Clinical Appropriateness Tool (CAT) results
for the experience period, for the following conditions: diabetes mellitus, rheumatoid arthritis,
bipolar affective disorder, schizophrenia, HIV/AIDS, Hepatitis C, prostate cancer, breast cancer,
and multiple sclerosis. The Company identified a universe of 13 documents. In accordance with
the requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

D. Formulary Outlier Review

Examiners requested documentation demonstrating the results of the Formulary Outlier Review
Tool results, for the experience period, for diabetes mellitus, rheumatoid arthritis, bipolar affective
disorder, schizophrenia, HIV/AIDS, Hepatitis C, prostate cancer, breast cancer, and multiple
sclerosis. The Company identified a universe of nine documents. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.
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E. Mental Health/Substance Use Disorder and HIV/AIDS Drug Coverage

Examiners requested a list of drug benefits that covered MH/SUD and HIV/AIDS during the
experience period. The Company identified a universe of 74 documents. In accordance with the
requirements of the Examination, the documents were reviewed to ensure compliance with

applicable state and federal laws and regulations. No violations were noted.

F. Single Tablet Drug Regimens of Extended-Release Products

Examiners requested a detailed summary of the Company pharmacy benefit coverage of single-
tablet drug regimens versus multi-tab regimens during the experience period. The Company
identified a universe of one document. In accordance with the requirements of the Examination,
the document was reviewed to ensure compliance with applicable state and federal laws and

regulations. No violations were noted.

G. Office Based Opioid Treatment and Opioid Treatment Program

Examiners requested medical policies in effect during the experience period for Office Based
Opioid Treatment (OBOT) and Opioid Treatment Program (OTP) therapy. The Company
identified a universe of four documents. In accordance with the requirements of the Examination,
the documents were reviewed to ensure compliance with applicable state and federal laws and
regulations as noted above, as well as 40 P.S. §§ 908-1 et seq. and 908-11 et seq., and 45 C.F.R. §

146.136. No violations were noted.

H. Urinalysis Criteria for MH/SUD Drugs

Examiners requested a copy of medical policies in effect during the experience period specific to
the urinalysis criteria for all MH/SUD drugs. The Company identified a universe of one document.
In accordance with the requirements of the Examination, the document was reviewed to ensure
compliance with applicable state and federal laws and regulations as noted above, as well as 40 P.S.

§§ 908-1 et seq. and 908-11 et seq., and 45 C.F.R. § 146.136. No violations were noted.

I. MH/SUD Inpatient Admission Criteria

Examiners requested medical policies that defined medical necessity criteria for services relating

to MH/SUD during the experience period. The Company identified a universe of 30 documents.
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In accordance with the requirements of the Examination, the documents were reviewed to ensure
compliance with applicable state and federal laws and regulations as noted above, as well as 40 P.S.

§§ 908-1 et seq. and 908-11 et seq., and 45 C.F.R. § 146.136. No violations were noted.

J. Admissions and Readmissions for MH/SUD Services

Examiners requested the medical policy that defines the number of admissions and readmissions
for MH/SUD that the Company’s medical policy allows for each company and product within the
experience period. The Company identified a universe of one document. In accordance with the
requirements of the Examination, the document was reviewed to ensure compliance with applicable
state and federal laws and regulations as noted above, as well as 40 P.S. §§ 908-1 et seq. and 908-

11 et seq., and 45 C.F.R. § 146.136. No violations were noted.

K. Pharmacy and Therapeutics Committees

Examiners requested a copy of meeting minutes regarding MH/SUD and HIV/AIDS coverage from
the Pharmacy and Therapeutics Committee and/or notes pertaining to the drugs that fall under these
diagnoses, as well as a summary of any changes made during the experience period. The Company
identified a universe of 17 documents. In accordance with the requirements of the Examination,
the documents were reviewed to ensure compliance with applicable state and federal laws and
regulations as noted above, as well as 40 P.S. §§ 908-1 et seq. and 908-11 et seq., and 45 C.F.R. §

146.136. No violations were noted.

L. Medication Assisted Treatment Processes

Examiners requested documentation about the settings in which Medication Assisted Treatment
(MAT) for opioid medications were dispensed during the experience period. The Company
identified a universe of one document. In accordance with the requirements of the Examination,
the document was reviewed to ensure compliance with applicable state and federal laws and
regulations as noted above, as well as 40 P.S. §§ 908-1 et seq. and 908-11 et seq., and 45 C.F.R. §

146.136. No violations were noted.

M. Preauthorizations and Reauthorizations for MAT Drugs

The examiners requested all preauthorization and reauthorization processes specific to MAT for

opioid medications during the experience period. The Company identified a universe of 17
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documents. In accordance with the requirements of the Examination, the documents were reviewed
to ensure compliance with applicable state and federal laws and regulations as noted above, as well

as 40 P.S. §§ 908-1 et seq. and 908-11 et seq., and 45 C.F.R. § 146.136. No violations were noted.

N. Utilization Reviews or Exclusions

Examiners requested utilization reviews or exclusions based on failure to complete a course of
treatment during the experience period. The Company did not have any data to provide regarding
utilization review or exclusions based on failure to complete a course of treatment since it did not
have any utilization review or exclusions based on failure to complete a course of treatment. In
accordance with the requirements of the Examination, the Examiners reviewed the Company’s

response to ensure compliance. No violations were noted.

O. Medical Policies Posing Limits to MH/SUD

Examiners requested any medical policies that may pose limits to MH/SUD such as: physical
examination, doctor shopping and privileged communication laws, tamper resistant prescription
forms, and urine test requirements for MH/SUD during the experience period. The Company
identified a universe of seven documents. In accordance with the requirements of the Examination,
the documents were reviewed to ensure compliance with applicable state and federal laws and
regulations as noted above, as well as 40 P.S. §§ 908-1 et seq. and 908-11 et seq., and 45 C.F.R. §

146.136. No violations were noted.

P. Third-Party PBM Policies

Examiners requested internal or third-party pharmacy benefit management (PBM) policies that
applied to mental health and substance use disorder treatment programs during the experience
period. The Company identified a universe of two documents; however, the Company stated that
its PBM only functions as a claims processer so it did not have any data to provide. In accordance
with the requirements of the Examination, the documents were reviewed to ensure compliance with
applicable state and federal laws and regulations as noted above, as well as 40 P.S. §§ 908-1 et seq.

and 908-11 et seq., and 45 C.F.R. § 146.136. No violations were noted.
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Q. Coverage of Preventive Services

Examiners requested all the formularies applicable for the plans with effective dates within the
experience period. The Company identified a universe of 17 documents. In accordance with the
requirements of the Examination, the document was reviewed to ensure compliance with applicable
state and federal laws and regulations as noted above, as well as 40 P.S. §§ 908-1 et seq. and 908-

11 et seq., and 45 C.F.R. § 146.136. The following violation was noted:

1 Violation - 45 C.F.R. § 147.130

A group health plan, or a health insurance issuer must provide coverage for and must not impose
any cost-sharing requirements (such as a copayment, coinsurance, or a deductible) for evidence-
based items or services that have in effect a rating of A or B in the current recommendations of the
United States Preventive Services Task Force (USPSTF). The Company’s formulary covered low
dose (81 mg) aspirin products for females 55 — 79 years of age but did not cover the same products
for females below 55 years of age who are pregnant and at high risk for preeclampsia, which is a

USPSTF guideline with a rating of B.
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XVIIl. DATA INTEGRITY

As part of the examination, the Company was sent a preliminary examination packet in accordance
with NAIC uniformity standards. The purpose of the packet was to provide certain basic
examination information, identify preliminary requirements, and to provide specific requirements
for requested data call information. Once the Company provided all requested information and data
contained within the data call, the Department reviewed and validated the data to ensure its accuracy
and completeness to determine compliance with the Insurance Department Act of 1921, Section
904(b) (40 P.S. § 323.1 et seq.). Several data integrity issues were found during the Examination.

The data integrity issues from each review are identified below:
C.5 - List of Complaints

Situation: During the review of complaint samples, incomplete or inaccurate information was

noted.

Finding: Two complaint sample files were missing sufficient details or indicated conflicting
enrollment or coverage termination dates such that it was not possible to reconstruct the specific

circumstances involved in the complaints.
E.12 — Policy Premium Refunds
Situation: Examiners requested that the Company provide 10 policy premium refund sample files.

Finding: The premium refund files did not contain the reason for the refund, notification to the
enrollee, or information to allow the Examiner to determine if the refund was processed in a timely

manner.
I.1 — Network Adequacy Review

Situation: Examiners requested policies and procedures or other documentation demonstrating
that the health carrier, using reasonable criteria, maintains a network that is sufficient in number
and types of providers to ensure that all services to covered persons were accessible without

unreasonable delay during the experience period.
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Finding: The Company was unable to provide meeting minutes, notes, or other material from
Behavioral Health Oversight Committee Meetings on dates of June 18, 2015, and September 17,
2015.

M.20 — SUD Denied Claims (OEP)

Situation: Examiners requested lists of all substance use disorder (SUD) claims denied during the

experience period.

Finding: During the review of the 25 random claim samples, Examiners discovered that one of

the claims was not a SUD claim.
M.22 — Mental Health Paid Claims (OEP)

Situation: Examiners reviewed a random sample of 25 mental health paid claims, including

medical management notes in several of the files.

Finding: For one sample file, medical case management notes were included for a different

member in the middle of the claim file.
All Autism, SUD, and Mental Health Claims (both experience periods)

Situation: During both experience periods, the Company contracted with a behavioral health
vendor to process behavioral health claims. As a result, claims processed by the Company and the
behavioral health vendors (Optum for the original experience period and Magellan for the new

experience period) had to be combined to track MOOP limits.

Finding: During both experience periods, the MOOP accumulator information provided lacked
sufficient details for Examiners to determine whether MOOP amounts were accurately tracked.
The information did not include all claims added to the accumulator for a given plan year so that
Examiners could determine whether sample claim out-of-pocket amounts were added to the

accumulators and the resulting OOP totals.
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N.3 — Pharmacy Request for Exception Process

Situation: Examiners requested the policies and procedures to demonstrate that the health plan
had procedures in place to allow an enrollee to request and gain access to clinically appropriate

drugs not covered by the health plan.

Finding: The Company’s policy for external exception request that was provided, was for 2018

and outside of the scope of the original experience period for the examination.
The following violation was noted:
1 Violation — 40 P.S. § 323.3(a) and 323.4(b)

Every company or person subject to examination must keep all books, records, accounts, papers,
documents, and any and all computer or other recording relating to the property, assets, business,
and affairs such that examiners may ascertain whether the company or person has complied with
the laws being examined. The company or person from whom information is sought must provide
examiners timely, convenient, and free access to all such documentation. The Company failed to
exercise sufficient due diligence to ensure compliance with the noted sections of the Insurance

Department Act of 1921.
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XIX. RECOMMENDATIONS

The recommendations made below identify corrective measures the Department finds necessary as

a result of the number, nature, or severity of violations noted in this Examination Report.

1.

The Company must review and revise internal control procedures, including its manual

intervention in claims processing, to ensure compliance with 40 P.S. §§ 764g(c)(1), 764h(a),

764h(e)(1), and 40 P.S. § 908-1 et. seq., which require Mental Health, ASD, and SUD

coverage for covered individuals. The Company must ensure the identified clean claims are

paid, and proof of such payment must be provided to the Department.

The Company must review and revise internal control procedures to ensure compliance with

the mental health and SUD parity compliance requirements of 40 P.S. §§ 908-11 et seq.; 42
U.S.C. § 300gg-26; and 45 C.F.R. § 146.136. This includes the following noted issues:

a.

The Company must evaluate its basis for defining and classifying benefits and
ensure that the same standards are applied to medical/surgical benefits and to mental
health and SUD benefits in determining the classification or applicable sub-
classification in which a benefit belongs.

The Company must evaluate QTL analyses and ensure that each QTL for mental
health or SUD benefits in each classification is not more restrictive than the
predominant financial requirement or treatment limitation of that type applied to
substantially all medical/surgical benefits in the same classification. For the plans
noted in the Final Exit Summaries and this Examination Report, as well as other
plans identified by the Company, the Company must perform this analysis and
submit proof of compliance for each plan type affected, for each classification of
benefits, and for each type of QTL separately. The Company must reprocess claims
for all Pennsylvania members that may have been impacted during the exam period
to determine if restitution, including interest, is due. The Company must provide the
Department with documentation that any restitution due to Pennsylvania consumers
has been paid accordingly.

The Company must evaluate NQTL analyses and ensure that for each NQTL for
mental health or SUD benefits in each classification, the processes, strategies,

evidentiary standards, or other factors used in applying that limitation to mental
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health or SUD benefits within that classification are comparable to, and are applied
no more stringently than, the processes, strategies, evidentiary standards or other
factors used in applying the limitation to medical/surgical benefits in the
classification. This includes, inter alia, scope and duration of treatment for ASD,
mental health, SUD, and Special Investigation Unit investigations relating to opioid
addiction treatment.

The Company must ensure that parity analyses are documented to demonstrate that
QTLs and NQTLs imposed with respect to mental health and SUD benefits were

determined to be compliant with parity requirements prior to selling the policies.

3. The Company must implement procedures to ensure compliance with the Unfair Insurance

Practices Act, including the following noted issues:

a.

40 P.S. §§ 1171.5(a)(1)(i) and 1171.5(a)(10)(i), the Company must accurately
represent the benefits, advantages, conditions or terms of insurance policies, as well
as pertinent facts or policy or contract provisions relating to coverages at issue, in
member documents, including Schedules of Benefits and Explanations of Benefits;
40 P.S. § 1171.5(a)(10)(ii), the Company must acknowledge and act promptly upon
written or oral communications with respect to claims arising under insurance
policies;

40 P.S. § 1171.5(a)(10)(iv), the Company must conduct reasonable investigations
based upon all available information;

40 P.S. § 1171.5(a)(10)(v), the Company must affirm or deny coverage within 30
days after proof of loss for the claims is received,

40 P.S. § 1171.5(a)(10)(vi), the Company must ensure prompt, fair and equitable
settlements are being provided to the claimants; for any claims improperly denied,
the Company must ensure the identified clean claims are paid, and proof of such
payment must be provided to the Department;

40 P.S. § 1171.5(a)(10)(x), the Company must provide an explanation of benefits
that properly represents the activity of the claim;

40 P.S. § 1171.5(a)(10)(xiv), the Company must provide a reasonable explanation
of the basis in the insurance policy in relation to the facts or applicable law for the

denial of a claim or for the offer of a compromise settlement.
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The Company must review and revise internal control procedures to ensure compliance with
the claims handling requirements of 31 Pa. Code Ch. 146, so that the concerns and violations
relating to complete files, claims acknowledgements, status letters, acceptance or denials,
and denial reasons, as noted in this Examination Report, do not occur in the future. For
example:

a. With respect to 31 Pa. Code § 146.4(a), the Company must fully disclose benefits,
coverages, or other provisions of insurance policies under which a claim is
presented;

b. With respect to 31 Pa. Code § 146.4(b), the Company must fully disclose benefits,
coverages, or other provisions of insurance policies when the benefits, coverages or
other provisions are pertinent to a claim;

c. With respect to 31 Pa. Code § 146.5(a), the Company must acknowledge the receipt
of notice of a claim within 10 working days;

d. With respect to 31 Pa. Code § 146.6, the Company must ensure claimants receive a
reasonable and timely written explanation for delay if claims investigations cannot
be completed within 30 days of notification of the claim;

e. With respect to 31 Pa. Code § 146.7(a)(1), the Company must ensure claimants are
advised of the acceptance or denial of a claim within 15 working days after receipt,
and for denials based on a specific policy provision, condition, or exclusion,
reference to the policy provision, condition or exclusion must be included in the
denial. The Department expects the Company to establish guidelines to ensure the
use of clear and proper denial codes, as well as consistency in denial code usage.
The Department also expects that all EOBs and EOPs include sufficient clarity in
descriptions and codes for insureds/providers to understand the claims processing
that occurred and reasons for denials. The Company has stated that it will continue
to review this issue and work with the Department in addressing the Department’s
concerns.

f.  With respect to 31 Pa. Code § 146.7(c)(1), if the Company needs more time to
determine whether a first-party claim should be accepted or denied, the Company

must notify the first-party claimant within 15 working days after receipt of the claim,
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10.

giving the reasons more time is needed. The Company must ensure claimants are

provided timely status letters in such cases.
Pursuant to 40 P.S. §§ 1171.5(a)(1)(i) and (a)(10)(i), as well as 42 U.S.C. §§ 300gg-6(b) &
18022(c)(1), and 45 C.F.R. § 156.130, the Company must evaluate claims and member cost-
sharing responsibilities and reprocess the maximum out-of-pocket accumulator calculations
for noted claims that may have been impacted to determine if restitution is due. The
Company must provide the Department with documentation to demonstrate that any
restitution due to Pennsylvania consumers has been paid accordingly. Accumulator
information should be available in members’ online portals for review or available in hard
copy upon request.

The Company must ensure that all clean claims are paid within 45 days of receipt as per
40 P.S. § 991.2166(a) and 31 Pa. Code § 154.18(a). Those clean claims that have not been
paid as noted in this Examination Report must be paid, and proof of such payment must be
provided to the Department.

The Company must ensure all requirements are met related to interest payments as per 40
P.S. § 991.2166(b) and 31 Pa. Code § 154.18(c). Applicable interest amounts for unpaid
claims noted in the Examination Report must be paid, and proof of such payment must be
provided to the Insurance Department.

The Company must comply with 40 P.S. §§ 991.2116 and 3042, 42 U.S.C. §§ 300gg-19a(b)
& 18022(b)(4)(E)(1) and (ii), and 45 C.F.R. § 147.138(b) relative to emergency services
coverage, and ensure violations noted in this Examination Report do not occur in the future.
The Company must ensure the identified clean claims are paid, and proof of such payment
must be provided to the Department.

The Company must develop and implement internal control procedures to ensure
compliance with the producer appointment and termination requirements of 40 P.S. §§
310.1 et seq.

The Company must review and revise its internal controls to ensure that all records and
documents are maintained in accordance with 40 P.S. §§ 323.3 and 323.4 so that the
violation noted in this Examination Report does not occur in the future. These procedures
must also ensure compliance with 31 Pa. Code § 146.3 relating to the maintenance of

complete claim files and documentation.
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1.

12.

13.

The Department expects that the Company will modify its SOBs to provide sufficient detail
to allow consumers to fully understand their benefit coverage and cost sharing
responsibilities, particularly with regard to services for the treatment of ASD.

For members who opt to stay with paper EOBs, the Department expects that the Company
will review and revise processes to ensure that members can easily request any number of
claims history reports, and that there is a mechanism in place to apprise members of their
deductible and MOOP dollar amounts on a regular basis.

The Department expects that the Company will augment its adverse benefit determination
letters to ensure compliance with 45 C.F.R. § 147.136, incorporating 29 C.F.R. § 2560.503-
1, and ensure clarity of reason or reasons for denied services and the specific criteria on

which the adverse benefit determination was based.
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